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Sub-Saharan Africa, notably South Africa, is affected by high prevalence rates of HIV 
infection. These HIV infections are gendered, affecting heterosexual women. Spousal infidelity 
in marriage poses a risk of infection in marriage. Despite this risk, qualitative research about 
women’s experiences of being infected by husbands remains sparse. Three married 
monogamous women who reported having tested positive for HIV were recruited at private 
and public health clinics in urban centres in South Africa. A descriptive qualitative research 
design was used. Participants were interviewed using semistructured in-depth 
phenomenological interviews in a three-phase structure. Interview transcripts were analyzed 
using social constructionist thematic analysis. Eleven themes illustrated how women’s 
experience of HIV infection was gendered and influenced by cultural practices and male 
hegemony. The analysis was guided by two theoretical frameworks, namely, social 
constructionism and intersectionality. The findings suggest that HIV intersected with other 
categories (marriage, gender, race, socioeconomic) to create disempowerment. The implication 
is that interventions should be focused on men’s extramarital sexual relationships that make 
women vulnerable to HIV. 
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Chapter 1. Introduction 
 
1.1. Motivation for the Study 
The prevailing idea in normative views of romantic or intimate relationships is that marriage 
is safe for the partners’ sexual wellbeing. Marriage is considered safe for physical health 
because it may be, in traditional and religious constructions, framed within monogamy and 
sexual fidelity. Marriage, in this view, protects partners from contracting sexually transmitted 
infections (STIs), such as the Human Immunodeficiency Virus (HIV). Consequently, when 
HIV transmission has occurred within marital relationships, views that get challenged are not 
only those about monogamy, but also the very definitions and expectations of marriage (Clark, 
2004; Jacubowski, 2008). 
 
The main assumption underlying the construction of marriage as a safe haven is that sexual 
intercourse within marriage is considered safer than sex outside of marriage (Clark, 2004). 
Because of this perceived safety, early marriage is often encouraged as a protective strategy 
against premarital sex, pregnancy, and STIs (Clark, 2004). To illustrate this, Osuafor and Ayiga 
(2016) reported that married and cohabiting women perceived sexual intercourse with their 
partners as being safe, leading to protective methods, such as condoms, not being used. This is 
related to women’s beliefs that, when relationships are long-term, protection from acquiring 
STIs is offered (Osuafor & Ayiga, 2016). Although either of the partners can spread the virus 
in a relationship, the trend in the transmission of HIV is that women are infected by spouses or 
long-term sexual partners (United Nations Programme on HIV/AIDS [UNAIDS], 2014), rather 
than when they are in short-term or unmarried relationships. 
 
Although HIV infection was initially deemed not possible in marriage, sexual networking has 
been used as a concept to explain how HIV enters into the long-term relationship (Isiugo-
Abanihe, 1994; Leslie, 2019; Nkomo & Kufankomwe, 2020). Sexual networking is defined as 
the number of different sexual partners that a sexually active individual maintains within a 
given period (Isiugo-Abanihe, 1994). Clark’s (2004) Kenyan and Zambian epidemiological 
study of married women and adolescent girls showed that, even in early marriage where young 
girls and adolescents are monogamous, the spread of HIV is attributed to their husbands. 
However, men’s sexual infidelity is not the only driver of HIV infection among women. Other 
social factors, particularly in sub-Saharan nations, contribute to the high HIV prevalence rates 
among women. These factors include early marriage, infidelity by husbands, and low condom 
use. For many female adolescents who marry men older than them and for whom marriage is 
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the adolescent’s sexual debut, HIV transmission can be attributed to the husbands (Clark, 
2004). Although age difference between spouses has been linked to increased risk of HIV 
infection, gender norms (e.g., in Indonesia) may compound women’s risk when they dictate 
that men should have sexual experience before getting married (Jacubowski, 2008).  
 
Furthermore, because of poverty in sub-Saharan African and Asian countries, young women 
are inadvertently forced into early marriage. In rural regions of Indonesia and Malawi, as well 
as amongst poor communities in metropolitan areas, economic sustenance is found in marriage 
(Jacubowski, 2008; Mkandawire-Valhmu et al., 2013). Jacubowski (2008) argued that early 
marriage exposes young women to a cycle of financial dependence that prevents them from 
negotiating safer sex practices (e.g., using condoms). Other factors that expose women to 
infection with HIV are domestic violence and postpartum sexual abstinence. These factors 
often involve forced unprotected sex and culturally sanctioned periods of postpartum 
abstinence that result in men engaging in extramarital sex because of local African beliefs that 
men are not able to live without sex (Mkandawire-Valhmu et al., 2013). 
 
The implication of such sociological and gendered accounts of HIV infection is that married 
women are left feeling hurt and their health compromised (Dworkin, 2005). A recent 2020 
study in Ekurhuleni, Gauteng province, South Africa (SA) illustrated that women, who tested 
HIV-positive and who believed that they were infected after their husbands’ sexual networking, 
were left with emotional difficulties and disbelief. The women experienced hurt feelings 
because they were unaware of their husbands’ extramarital sexual relations and the HIV risk 
(Nkomo & Kufankomwe, 2020). As one woman in Nkomo and Kufankomwe’s (2020) said,  
 
I was so hurt when I discovered about my status because I knew that I was not sleeping 
around as I was always staying at home. I did not blame myself but my husband because 
I knew that I was trustworthy to my husband. It was my husband who usually spends 
five days while not sleeping in the house. (p. 657)  
 
Social factors and cultural practices contribute to fostering male privilege within marriage, 
especially in traditional African marriages. In patriarchal countries, such as SA and India, 
where women’s subordination has been entrenched, men often exercise control over key 
financial and sexual decision making in the home (Leslie, 2019; Madiba & Ngwenya, 2017). 
Because of this gender inequality in the home, women’s economic dependence on men creates 
a power imbalance between partners, which affects a woman’s ability to suggest condom use 
to the partner. In these relationships where there is economic dependence by women, partners 




1.2. Problem Statement 
Social difficulties (lack of equal economic rights, marginalization, poverty, low social status, 
gender ideologies, restricted access to protective resources, and subordination) have 
contributed together to HIV infection in women (Jacubowski, 2008). The notion of sexual 
safety in marriage is a misconception. Madiba and Ngwenya (2017) exposed conditions under 
which marriage is not safe. Madiba and Ngwenya (2017) conducted focus groups with married 
and cohabiting women to find out about safer sex negotiation practices. Although women were 
aware of their husbands’ extramarital sexual relationships and knew that condoms could 
prevent HIV infection, their subservient position within their marriage prevented them from 
negotiating condoms with their husbands (Madiba & Ngwenya, 2017). Similar gendered 
imbalances were also experienced by monogamous women in India who maintained traditional 
gender roles and culture, but who were infected by husbands who had had outside relationships 
with either other men or commercial sex workers (Leslie, 2019). Studies like these (Leslie, 
2019; Madiba & Ngwenya, 2017) show that marriage and the misconception of monogamy 
leads to health and social problems. Women may struggle in silence, becoming disempowered 
without getting psychological and emotional support from husbands, families, and the many 
communities in which they find themselves. 
 
1.3. Original Scholarly Contribution of the Study 
Although four studies (Choi, Catania, & Dolcini, 1994; Jacubowski, 2008; Mbago & Sichona, 
2010; Mkandawire-Valhmu et al., 2013) offer glimpses into extramarital sexual networking 
and possible HIV infection in marriage, these studies did not focus on women’s psychological 
experiences of being diagnosed with HIV during married life. Not listening to women’s 
perspectives of being diagnosed with HIV in marriage keeps them disempowered and 
marginalized. One useful study (Nkomo & Kufankomwe, 2020) focused on self-forgiveness 
and did not emphasise biography or the social constructions of gender. Even though 
Jacubowski (2008) gathered secondary data from archives, the internet, periodicals, and 
newspapers, women’s voices about their subjective meanings remained in the background. 
Where research efforts have focused on women’s personal experiences of extramarital sex and 
HIV, methods such as surveys have also been used (e.g., Choi et al., 1994). Due to the limited 
capacity of surveys in describing the psychological meanings of women who have experienced 
adverse outcomes of HIV through their partners, women’s intimate and psychologically 




In the field of studying heterosexually acquired HIV, research that managed to focus on 
psychological experiences recruited men as participants. For example, Mbago and Sichona 
(2010) and Oyediran et al. (2010) mentioned women’s views only as a consequence of the 
recorded men’s personal experiences of having been infected with HIV. In yet another recent 
study that recruited married men who did not disclose same-sex sexual encounters to their 
wives, qualitative in-depth interviews showed that sexuality-related stigma made men not to 
use condoms with their wives (Tomori et al., 2018). As a consequence, this placed their wives 
at risk of contracting HIV. Limited focus on women’s narratives and psychological experiences 
in these three studies relegated women’s HIV vulnerability to the background. As Mkandawire-
Valhmu et al. (2013) state, “with the African Acquired Immunodeficiency Syndrome (AIDS) 
epidemic well into its third decade, it is time to pay close attention to the voices of women at 
its centre – as individuals living with HIV, or as caregivers of the affected” (p. 199). Thus, as 
recommended by Mkandawire-Valhmu et al. (2013), this study’s focus is on unearthing 
women’s voices and meaning-making following an HIV-positive test result during their marital 
life. According to Mkandawire-Valhmu et al. (2013), “Subaltern knowledge, grounded in the 
realities of those at the epidemic’s heart, can serve as an important foundation for development 
of interventions that will help to stop new infections and minimise the suffering of those already 
living with HIV” (p. 199). In view of these limitations in the extant research, this study selected 
monogamous women who contracted HIV during marriage to get their unmediated narratives. 
 
1.4. Aims of the Study 
The aim of the current study is to describe monogamous women’s psychological experiences 
and meaning-making after testing HIV-positive during marriage. This aim will be guided by 
the following research questions (RQs): 
 
• How do women make sense of the discovery of testing HIV-positive during marriage? 
• How do women experience their marital relationship following an HIV-positive test 
result? 
 
1.5. Reflexive Preface 
I developed an interest in the topic on marriage during my work as a clinical psychologist. 
Although initially my interest started out as an academic exercise, I came to realize in retrospect 
that undertaking this research was partly to find answers to many questions I held since I was 
a young man growing up in a black family in SA. Within most black cultural or ethnic 
groupings, when a woman gets married, she is prepared by the elders (mostly women) for the 
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journey that lies ahead. Aspects of this preparation involve instructions on wife duties and 
responsibilities towards her husband and her in-laws. In my own family, this responsibility of 
guiding the young bride is dedicated to the most senior woman in the family, my grandmother. 
 
When my sister got married, and, since we had lost our maternal grandmother a decade earlier, 
the responsibility of guiding her shifted to a surviving relative who held the same seniority 
within the family. I remember vividly the day when my sister received her departing guidance 
and wisdom from the elders. The most important lesson was that she needed to know that, in 
marrying, she now belonged to her in-laws. What came with belonging to the in-laws was that 
she was not expected to return home each time she experienced problems. Literally, she was 
instructed that “ha ba palama lefiyelo, o le palame le bona” (if the in-laws were riding a broom 
stick, you are supposed to ride it with them). In essence, if the in-laws were witches, then she 
was not supposed to run back home to complain. Instead, she was expected to assimilate into 
the new family and become a part of who they are, including being a witch if she discovered 
that she married into a family of witches. 
 
I was socialized by an African black family in a community where these truths are predominant. 
I did not see anything sinister about my elders’ wisdom. For many years, including my adult 
years, I saw nothing wrong about how my sister was prepared for marriage, nor did I question 
the reality. It was common sense because I have witnessed many other similar marriages in the 
community and this was how it was done. I saw no reason for questioning such wisdom. To 
me, the elders knew better because this is how things must have been for millennia. I continue 
to hear this logic long after my sister’s wedding, where such utterances are often accompanied 
by ululation, whistle blowing, singing, and dance. 
 
As fate would have it, I later got married and had two daughters. All of a sudden, as if I had 
woken up from a deep slumber, I was also required to send my own daughters to become 
witches. This became a reality which I struggled to come to terms with. Why was I conflicted 
and why did something that made sense all along started raising discomfort? Why did I not 
want my daughters to assimilate as my sister was told to do the same? I began to wonder about 
the implications of this assimilation and acceptance of these cultural arrangements without 
question on the “voices” of my daughters. What if they did not want to be witches and instead 
wanted a different reality for themselves? What if they chose to return home if they felt they 
lost a sense of who they were in trying to be acculturated? My desire for wanting something 
different for my daughters and the African cultural reality I have embraced for all those years 
collided for the very first time. For the first time, I had to wonder if there was another reality 
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outside of what I had been socialized in believing about the girl child and later about marriage. 
Surely there must be another way, another alternative, and another reality. This influenced the 
many decisions I took, especially around how I was going to raise my own daughters and how 
I was going to actively be involved in their upbringing.  
 
My pursuit for an alternative had begun. I became a rebel that was “confused and led astray by 
education”, as my uncle once lamented, when I started to question some of the cultural belief 
systems. I pursued a career in the helping profession. I got accepted to train as a clinical 
psychologist by a university that taught systems theory where an individual was seen as located 
within a family, which is located within a community, and a society. Understanding 
individuals’ behaviours was better understood within the context in which they exist. My 
training opened the gateway for me to broaden my understanding of how the reality in which I 
was socialized was just but one way of being. My personal experiences made it possible for 
me, during training, to be drawn to and find meaning in theoretical frameworks such as social 
constructionism. My interest in a theoretical framework such as social constructionism fulfilled 
a long journey of seeking an alternative voice and a different way of being.  
 
In undertaking this study, I embrace the idea that there is no one, fixed reality. Exploring 
women’s psychological experiences of contracting HIV during marriage will give expression 
to participants’ narratives and their (multiple) realities (Creswell, 2007). My aim during the 
study will be to present different perspectives from participants’ own points of view. Therefore, 
my position as a researcher, is not to prove right from wrong, but to capture women’s personal 
realities from their own unique point of view which is not meant to be universally acceptable 
or applicable (Creswell, 2007). 
 
1.6. Outline of the Thesis 
The next Chapter focuses on the literature review about the medical, social, and cultural factors 
that make women vulnerable to HIV in marriage. Chapter 3 discusses theoretical frameworks 
that underpin the study. The plan of inquiry (Chapter 4) examines the research paradigm, 
epistemology, method, and analytical process. The research analysis and findings will be 
discussed in Chapter 5. Chapter 6 will discuss reflexivity with specific focus on personal, 
epistemological, and methodological reflexivity. Chapter 7 will conclude by presenting an 




Chapter 2. Literature Review 
 
2.1. Introduction 
This Chapter provides an overview of literature on women who are infected with HIV. The 
discussion will begin by providing a historical overview of the emergence of HIV and how the 
virus progresses from being an illness associated with certain groups to having become a global 
epidemic affecting most individuals, especially women. The discussion will then focus on the 
patriarchal system, and how social and cultural factors contribute to making women susceptible 
to contracting HIV. The Chapter will conclude with an examination of the psychological and 
mental health consequences on women after contracting HIV. 
 
2.2. Historical Emergence of HIV/AIDS 
HIV is a retrovirus from a subfamily of retrovirus called lentivirus (Kirton, 1991). Two types 
of HIV have been identified, HIV-1 and HIV-2, in 1984 and 1986 respectively (Kirchner, 2017; 
Kirton, 1991). HIV-1 is regarded as the form of HIV responsible for the pandemic. Hence, it 
is referred to as the ‘main’ type or group M (Kirchner, 2017). HIV-2 cases are thought to be 
found in a few West African countries (Kirton, 1991). Clinically, syndromes manifesting as a 
result of HIV-1 and HIV-2 are reported to be indistinguishable (Kirton, 1991). The primary 
mode of new HIV infections and how it is spread is sexual transmission in heterosexual 
relationships (Kirchner, 2017; Mkandawire-Valhmu et al., 2013). 
 
An outbreak of HIV was first acknowledged on 5th June 1981 when the US Centers for Disease 
Control and Prevention (CDC) reported five cases of pneumonia caused by Pneumocystis 
jirovecii(then called Pneumocysticcarinii) (PCP) in gay men. PCP was a rare opportunistic 
infection that appeared in people with extremely compromised immune systems attributable to 
cancer or immunosuppressive drugs (Morbidity & Mobility Weekly Reports [MMWR], 1982). 
As a result of these initial cases among gay men, HIV was attributed to lifestyle choices. Those 
who were infected were stigmatized and the management of the illness was impeded. The 
perception of HIV being a “gay white disease” led to denials of contracting the virus through 
heterosexual contact and resulted in the loss of many lives (Weber & Fore, 2007, p. 206). 
 
Although the CDC first believed that the new virus was confined to gay men, new cases began 
to emerge in drug-injecting heterosexual men in and outside the United States (US). Kaposi’s 
sarcoma, a rare skin cancer, began to be observed in a different group of men after the first 
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identified cases of PCP infection (MMWR, 1981). Other cases of patients presenting with 
opportunistic diseases, low CD4 cell count, and swelling of the lymph nodes 
(lymphadenopathy) began to be observed. A group of these symptoms, which was consistently 
observed to occur simultaneously in patients, was later named AIDS (Merson, O’Malley, 
Serwadda, & Apisuk, 2008). The virus that caused this syndrome was termed HIV. Tests to 
detect HIV were developed in May 1985 when a retrovirus was first isolated from a patient 
(Merson et al., 2008; MMWR, 1982). 
 
After the first reported cases of PCP in gay men, Guinan and Hardy (as cited in Zierler & 
Krieger, 1997) reported that six women were later identified in 1981 as having inexplicable 
cellular immune deficiency, a description of symptoms bearing close resemblance to those 
previously identified in gay men (Zierler & Krieger, 1997). Chu, Buehler, and Berkelman’s 
(1990) retrospective study of primary reasons of death suggested that 48 young women died of 
AIDS in the years 1980–1981. Zierler and Krieger (1997) argued that although psychosocial 
conditions of these US women were not noted in these early reports, accumulated research over 
time suggested that these women were young, generally came from poor social backgrounds, 
and predominantly depended on social welfare and men for economic survival. 
 
In the mist of the initial epidemic, women were invisible. They were not considered victims of 
the epidemic but merely as carriers of the disease (Weber & Fore, 2007). The perception of 
women as vectors of HIV was borne out of prevalence of pregnant women who were viewed 
as carrying the risk of transmitting the virus to their unborn babies, as well as sex workers who 
were viewed as potential risk for transmitting the virus to their male clients who could then 
spread the virus (Higgins, Hoffman, & Dworkin, 2010). As a result, women’s needs were 
considered secondary while those of their unborn babies, sexual clients, and their clients’ other 
partners were emphasized (Higgins et al., 2010). 
 
The defining criteria of AIDS was based on the symptoms and manifestations in gay men. 
Conditions that were observed in women such as cervical cancer, pelvic inflammatory disease, 
and human papillomavirus (HPV) were excluded from diagnosis. It was only after a decade, 
since the first reported cases in HIV-positive gay men that these latter conditions were 
identified as part of the AIDS diagnosis in women (Higgins et al., 2010; Weber & Fore, 2007). 
Knowledge and information about HIV were controlled by dominant cultural political 
groupings that were mainly white, heterosexual, Christian, and middle class. Consequently, 
sexuality education that was crucial in the fight against the spread of the virus was 
implemented. This censorship resulted in marginalized groups (women, racial and ethnic 
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minorities, and the poor) carrying the burden of disease and having high mortality rates because 
they were misdiagnosed, and they received inadequate care and treatment (Weber & Fore, 
2007). 
 
2.3. The Burden of HIV Disease 
HIV was initially thought to be a virus only affecting a select minority group but it has since 
become a global epidemic affecting heterosexual people too. Globally, women were relatively 
unscathed by HIV in the early phases of the epidemic. However, women have since 
experienced high rates of infection with HIV (UNAIDS, 2005). Particularly at high risk of 
acquiring HIV are adolescent girls and young women (UNAIDS, 2015). According to 
UNAIDS (2020), approximately 38.0 million people, in 2019, were living with HIV globally. 
 
Although HIV affects all regions in the world, Eastern and Southern Africa remain the worst 
affected regions in Africa (UNAIDS, 2017). In sub-Saharan Africa, adolescent girls between 
the age of 15 years and 19 years are more at risk of contracting HIV. Young girls and women 
were reported to comprise a huge proportion of all reported cases of new HIV infection in 2019 
(UNAIDS, 2020). The risk of HIV infection among young women aged 15 to 24 years in sub-
Saharan Africa remains unacceptably high (UNAIDS, 2017), and in 2019 women and girls 
accounted for 59% of all new HIV infections (UNAIDS, 2020). In 2017, SA had an estimated 
population of 56.5 million and women made up 28.9 million (just over 51%) of the entire 
population. An estimated 7.06 million people were reported to be living with HIV and one-
fifth were women of reproductive ages between 15 to 49 years (Statistics South Africa [Stats 
SA], 2017). 
 
As debates are ongoing about who is at risk of contracting HIV and why, and whether 
everybody is equally at risk, epidemiological figures point to women’s vulnerability in 
acquiring HIV. In SA the HIV epidemic is largely driven by sexual transmission (South African 
National Aids Council [SANAC], 2016) within heterosexual relationships with high rates of 
infection among women (SANAC, 2016; Walker & Gilbert, 2002). Young women between the 
ages of 15 to 24 years, girls who drop out of school before matriculating, and individuals from 
low socioeconomic groups are identified as key populations most likely to be exposed to or 
transmit HIV (SANAC, 2016). 
 
These figures suggest that young girls and women, compared to men, are more likely to 
contract HIV. There is no single factor that can account for this vulnerability among women. 
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According to Ramjee and Daniels (2013), women’s vulnerability to contracting HIV is 
attributable to factors that are biological, social, cultural, and economic. These factors are 
discussed in the sections that follow. 
 
2.4. Factors Influencing Women’s Vulnerability to Contracting 
HIV 
This section examines factors that play a crucial role in making women more susceptible to 
contracting HIV compared to their male counterparts. Biological determinants are discussed 
first. This is followed by an examination of the social and economic factors. The section will 
conclude with a discussion of cultural factors and their contribution to making women 
vulnerable to HIV infection. 
 
2.4.1. Biological Factors 
Women’s anatomy and physiology make them susceptible to contracting HIV from 
heterosexual transmission (Gaskin, 1991). The reason for this susceptibility is that women have 
a larger mucosal surface area (Ramjee & Daniels, 2013) called the vaginal epithelium 
(Weissenbacher, 2015). Because of its distinctive feature, the vaginal epithelium is likely to be 
infected by bacteria, viruses, or other microorganisms that can cause disease (Ramjee & 
Daniels, 2013; Weissenbacher, 2015). In addition, this anatomical area is prone to tissue injury 
during sexual intercourse (Ramjee & Daniels, 2013). 
 
Injury to vaginal epithelium makes the transmission of HIV infection very likely. According 
to Lashley (1991), the presence of genital ulcers, STIs, trauma, or inflammation can facilitate 
the acquisition of HIV and its entry into immune cells. Trauma can occur as a result of 
menopause. Menopause is a biological process in which there is a decline in reproductive 
hormones in women between the ages of 40 and 50 years. This menopausal period is 
characterized by hot flushes and vaginal dryness. It is this dryness that can result in trauma in 
the vaginal mucosa and this can facilitate the transmission of HIV (Lashley, 1991). Gaskin 
(1991) reported that, although research data is contradictory about menopause and HIV, there 
is evidence suggesting that during menopause there is decreased estrogen. The decreased 
estrogen has been linked with the thinning of vaginal epithelial and, as a consequence of this 
thinning, women are placed at increased risk of getting infected with HIV (Gaskin, 1991). 
Trauma may also be likely in young girls during their sexual intercourse debut. Vaginal tissue 
in young girls is immature and prone to injury and bleeding, which makes it likely for HIV 




Women’s infection with STIs has also been linked with increasing risk of contracting HIV. In 
their systematic review of 37 studies, Kalichman, Pellowski, and Turner (2011) found high 
prevalence rates of STI infection in newly diagnosed individuals. Taking into account three 
studies that were reviewed and that had only female participants who were newly diagnosed 
with HIV, Kalichman et al. (2011) found high prevalence rates of STIs, such as bacterial 
vaginosis, syphilis, and trichomoniasis. These results of high prevalence rates of STIs among 
women were also replicated in another study in the KwaZulu-Natal province of SA. In this 
study conducted by Ramjee and Wand (2014), 5,753 sexually active women at six clinics were 
screened. The results suggested that clusters of persons with STI infections overlapped with 
HIV infection (Ramjee & Wand, 2014). The presence of STIs increases the chance of 
contracting HIV by causing inflammation in the cells that get targeted by the virus, and this 
can then impair the vaginal epithelium (Gaskin, 1991). Because the presentation of these STIs 
are often asymptomatic in women, they make it difficult to treat therefore placing women at 
greater risk of contracting HIV (Ramjee & Wand, 2014). 
 
2.4.1.1. Biomedical Interventions of HIV 
High prevalence rates of HIV, especially among women, have resulted in the development of 
various biomedical strategies in attempts to manage these high HIV infection rates (Ramjee & 
Daniels, 2013). These biomedical strategies include the use of microbicides, antiretroviral drug 
therapy (ART), and condoms. A microbicide gel is a vaginal gel that is used to reduce a 
woman’s risk of being infected with HIV and genital herpes infections (Contraception 
Research & Development [CONRAD], 2010). The use of these topical vaginal gels in 
preventing HIV has received scholarly enquiry. An HIV clinical trial in KwaZulu-Natal, SA, 
has established the efficacy of microbicide gels in preventing HIV infection. In the study, 61% 
of women who used microbicide gels had less HIV infection rates compared to women who 
were assigned the placebo gel (Klatt, 2017). 
 
Apart from the use of microbicides, ART medication also forms an integral part of the medical 
management of HIV. Progressive deterioration of the immune system becomes pronounced 
when HIV infection is untreated, and it can result in serious illness including death. Therefore, 
using ART has improved health outcomes and has turned HIV into a chronic medical illness 
(Enriquez & McKinsey, 2011). The prevention of health deterioration and the improvement of 
health outcomes following an HIV infection require the use of and adherence to ART 
medication (Duggal et al., 2018; Saag et al., 2018). When individuals are infected with HIV, 
ART is recommended immediately after discovering HIV diagnosis (Saag et al., 2018). A 
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sample analysis of 35047 HIV-positive patients from Tanzania indicates that adherence to ART 
medication improved health outcomes and increased life expectancy by 14.5 years per patient 
if medication was started when CD4+ count was above 200cells per cubic millimetre 
(Johansson, Robberstad, & Norheim, 2010). Similar findings were reported in another study 
that examined mortality rates between patients who initiated ART early and those who deferred 
taking treatment (Kitahata et al., 2009). Patients who initiated treatment when their CD4+ count 
was between 351 to 500 cells per cubic millimetre had increased survival rates compared to 
patients who deferred taking their ART medication (Kitahata et al., 2009). 
 
Condoms are also an essential component of the biomedical model of preventing the 
transmission of HIV. Using condoms during sexual intercourse reduces and prevents the spread 
of STIs including HIV. The effectiveness of condoms has been highlighted when its usage 
results in the reduction of these infections (Weller & Davis-Beaty, 2002). In a systematic 
electronic review of databases, consistent condom usage was found to significantly reduce HIV 
infection even though condoms did not completely eliminate the risk of infection (Weller & 
Davis-Beaty, 2002). 
 
The discussion of biological factors underscores the role that women’s biological make-up 
contributes to making them susceptible to contracting HIV. Although biomedical preventative 
strategies are efficacious in preventing infection of STIs and HIV, women’s vulnerability to 
HIV and the spread of HIV are also influenced by social factors. 
 
2.4.2. Social Factors 
In the beginning of the HIV pandemic, knowledge about its transmission was available. Despite 
the availability of this information, HIV transmission continued uncontrollably (Merson et al., 
2008). Researchers (Gurevich, Mathieson, Bower, & Dhayanandhan, 2007; Long, 2009) argue 
that part of the problem is that both policy and public health practice remain caught up in basic 
issues, such as access to medical treatment, condom use, and sharing of correct information. 
Gurevich et al. (2007) contend that such a narrow focus ignores the nuances of sexuality. 
Sanders-Phillips (2002) agreed that focusing on perceived risk and knowledge of HIV 
prevention was too simplistic and masked broader social issues that influence HIV 
transmission. Although individual behaviour patterns cannot be ignored, Walker and Gilbert 
(2002) contend that social disparities (and gender inequality, in particular) are a significant 
driver of HIV/AIDS infection. In any social context, when agency is limited by economic, 
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social, gender or other relations, educating about abstinence and faithfulness as the only 
solution may be more harmful than helpful to women (Browning, 2011). 
 
Despite marriage continuing to be regarded as sacrosanct and remaining the aspiration of most 
women in patriarchal societies (Kambarami, 2006), research highlights the prevalence of early 
marriage (Jacubowski, 2008; Mkandawire-Valhmu et al., 2013), extramarital sex (Isiugo-
Abanihe, 1994; Oyediran et al., 2010), gender inequality (Clark, 2004; Jacubowski, 2008; 
Sanders-Phillips, 2002; Walker & Gilbert, 2002) and IPV (Karamagi, Tumwine, Tylleskar, & 
Heggenhougen, 2006) within heterosexual marriage. These factors act as potential drivers of 
HIV infection among women. These social factors are addressed in the subsections that follow. 
 
2.4.2.1. Early Marriage and HIV 
One of the explanations for the increase in HIV infection among women is early marriage. As 
a result of growing concern about the increasing numbers of HIV infection and the increased 
risk of contracting the virus in sub-Saharan Africa, early marriage was encouraged (Clark, 
2004). Sexual intercourse within marriage was considered safer than sex outside of marriage 
(Clark, 2004). Jacubowski (2008) argued that the consequence of the prevailing perception that 
marriage is a safe haven from contracting HIV resulted in research in HIV infection within 
marital relationships remaining largely unexplored. Despite research (Mkandawire-Valhmu et 
al., 2013; Runganga & Kasule, 1995) in sub-Saharan Africa indicating that a high number of 
new HIV infections take place in heterosexual relationships, research into marital relationships 
remains sparse. 
 
Because of this perceived safety, countries such as Kenya and Zambia encouraged early 
marriage as a protective strategy against premarital sex, pregnancy, and STIs, including HIV 
(Clark, 2004). Since marital sex is considered safer than sex outside of marriage, the frequency 
of sexual intercourse increases, there is decrease in condom use, and there is elimination of 
girls’ ability to abstain from sex (Clark, 2004). This belief that sex is safe in marriage might 
also account for activism among different stakeholders who advocate for early marriage 
because of perceptions that married life offers protection against social ills, including 
unplanned pregnancies, STIs, and sex before marriage (Clark, 2004). 
 
In 2014, United Nations International Children’s Emergency Fund (UNICEF) reported that 700 
million women worldwide were married before they celebrated their 18th birthday. About 250 
million (or one third) of these women entered marriage before the age of 15. South Asia and 
sub-Saharan Africa are the two main regions with the highest rates where girls are forced into 
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early marriage and usually with men 10 years or older than them (Jacubowski, 2008; UNICEF, 
2014). South Asia is reported to be home to almost half (42%) of all child brides worldwide 
(UNICEF, 2014). Within Indonesian culture, women are vulnerable to HIV infection because 
they are coerced to marry men who are older than them. These older men are expected to be 
experienced sexually before getting married. As a consequence, this exposes their wives to 
HIV (Jacubowski, 2008). 
 
Not all girls face similar risk of becoming child brides (UNICEF, 2014). Those in poverty-
stricken areas are more likely to marry in childhood compared to their counterparts in wealthy 
regions. For families that are destitute and cannot financially support their children or to 
educate them, marrying their daughters is a strategy that provides financial security to the 
young adolescent and lessens the financial burden of the family (Smaak & Varia, 2015). 
According to Smaak and Varia (2015), some families may believe that marrying off their 
daughter at an early age may provide her with a chance of a better life that the family is unable 
to provide. Jacubowski (2008) maintains that high levels of poverty in sub-Saharan African 
countries forces young women into early marriage. For most of these young women, marriage 
remains a means by which they can have financial support due to their impoverished 
circumstances (Jacubowski, 2008; Mkandawire-Valhmu et al., 2013). 
 
The consequence of early marriage is that young brides soon face cultural pressures to have 
children. An Indonesian ethnographic study of 20 women aged 21 years to 38 years explored 
the reproductive experiences of women. The results suggest that soon after marriage, women 
became pregnant as a result of their desire to meet societal norms about women’s fertility and 
reproduction. Women’s desire to have children underpinned cultural expectations concerning 
family size and the composition of the family such as having children of both genders 
(Spagnoletti, Bennett, Kermode, & Wilopo, 2018). 
 
In Kenya and the Ndola region in Zambia, 31% and 32% of the husbands of adolescent brides 
were found to be HIV-positive respectively (Clark, 2004). In the same study, HIV prevalence 
rates were also found to be high among married adolescent girls and young women compared 
to their unmarried counterparts (Clark, 2004). In many of these young women, marriage 
marked their sexual debut, because they married men older than them, HIV transmission was 
attributed to their husbands (Clark, 2004). A similar trend was reported in Malawi, showing 
that women were likely to be infected with HIV during their adolescent years when compared 
to teenage boys, placing the probability of contracting HIV among women to be four times 




Early marriage exposes young women to a cycle of financial dependence which prevents them 
from negotiating safe sexual practices. Because of this financial dependence on men, women 
are unable to negotiate condoms, to abstain from sexual activity, and to be with a partner who 
reciprocate monogamy (Jacubowski, 2008). A cross-sectional study in KwaZulu-Natal 
province, SA and Botswana found that African women who were abused, married partners who 
were older than them who could provide financial support. Consequently, this made it difficult 
for women to discuss the introduction of condoms in the relationship (Langen, 2005). Langen 
(2005) believed that economic dependence created a power imbalance between partners which 
significantly affected a woman’s ability to suggest condom use to a partner. Men in these 
relationships were found to be more likely to refuse using condoms. 
 
2.4.2.2. Concurrent Sexual Partnerships and HIV Transmission 
Concurrent sexual partnerships have been identified as a risk factor for HIV transmission. 
Concurrency is defined as the presence of and engagement in overlapping sexual intercourse 
with multiple partners simultaneously (Nunn et al., 2011). Simply, concurrency in relationships 
occurs when an individual starts a new sexual relationship before terminating an already 
existing sexual relationship. The definition includes different forms of concurrent relationships 
but not serial monogamy. Concurrency can occur over a short or long term. Long-term 
concurrency refers occurs when there is an overlap in the relationship that lasts for months, 
even years. Conversely, concurrency is considered short when it lasts for hours or a few days 
(Epstein & Morris, 2011). 
 
The risk of HIV infection increases with concurrent sexual relationships because partnerships 
that started earlier are exposed to infections that might have been acquired from a new partner. 
In the acute phase or early stage of infection with HIV, the viral load is very high. As a 
consequence, long-term concurrency facilitates conditions in which HIV can be spread rapidly 
among partners that are in the sexual network (Epstein & Morris, 2011). It is estimated that 
during the acute phase, the probability of HIV transmission increases to 25% when a discordant 
couple engages in coitus at least once a week for a period of two months. When sexual 
intercourse becomes frequent, occurring at least twice per week over the same period, the 
estimate increases to 44% (Epstein & Morris, 2011). 
 
Despite increasing rates of HIV infection, concurrent sexual relationships remain unabated. 
There are behavioural, social, and structural factors that have been associated with maintaining 
concurrency and act as drivers of HIV transmission. A qualitative study of heterosexual African 
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American men in Philadelphia, who self-identified as engaging in concurrent sexual 
partnerships, reported social, structural, and behavioural factors as determinants of HIV 
transmission in these relationships (Nunn et al., 2011). Using in-depth interviews, Nunn et al. 
(2011) reported that participants had sexual relationships with other women despite having a 
primary relationship. Participants indicated that their primary relationships provided emotional 
support while relationships with other partners were a source of economic support, housing, or 
fulfilling sexual needs. Other factors that were cited as facilitating concurrent sexual 
partnerships were being unmarried and the absence of trust by men of their partners, 
irrespective of whether the relationship was a primary or ‘other’ relationship. There was a 
normalization of concurrency when a man was unmarried. This normalization of concurrent 
sexual partnerships was expected from unmarried men and regarded as socially acceptable and 
associated with masculine identity (Nunn et al., 2011).  
 
A case-control study of participants aged 15 years to 49 years (1,630 total participants and 52% 
being women) getting voluntary counselling and testing (VCT) for HIV in a Kinshasa hospital 
in the Democratic Republic of Congo (DRC) evaluated HIV-related attitudes, knowledge, and 
sexual behaviours (Carlos et al., 2016). HIV prevalence rates were high among participants 
who reported low condom use and concurrent sexual partnerships. The use of condoms was 
also closely linked to level of education. Men who had reached university education were found 
to more likely have multiple sexual partners and to use condoms, but this use was inconsistent. 
Lack of condom use or the inconsistent use of condoms has been associated with increased risk 
of HIV infection (Carlos et al., 2016). The likelihood of increased multiple sexual partnerships 
among men with tertiary education could be linked to better economic opportunities often 
associated with being educated. Accessibility of better economic opportunities as a result of 
having achieved tertiary qualifications advantages men over women and contributes to gender 
inequality.  
 
The findings of a qualitative study of four young men in Cape Town in SA suggest that sexual 
relationships have assumed an exaggerated importance in a context of disruption caused by 
economic and social marginalization (Swartz, Tyler, & Versfeld, 2013). Within this context of 
disruption, sexual relationships form part of identity formation, and for access to social and 
material resources. Social and economic marginalization that can be associated with not having 
a relationship forces individuals to avoid being single and to consider having multiple sexual 
partners. Having additional partners guarantees that when the primary relationship come to an 
end, one of the additional partners can assume the role of the primary partner. Swartz et al. 
(2013) argue that it is because of this risk associated with marginalization that many young 
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people avoid being single at all cost. The four men in the study did not internalize the risk of 
HIV infection because they did not have personal experiences of HIV. Because of this, they 
were not encouraged to use condoms consistently or to reduce the number of partners (Swartz 
et al., 2013). 
 
Apart from financial benefits, other factors have been reported as drivers of concurrent sexual 
relationships. A thematic analysis of the findings in a group of 21 young adults (13 males and 
8 females) aged 20 to 26 years indicated that the reasons concurrent sexual relationships occur 
include participants’ insecurity and fear of commitment, lack of trust, lack of emotional 
connection to their partners, the need for sexual satisfaction, and the need for sexual 
experimentation to explore their sexuality. Participants also reported that they were likely to 
engage in concurrent sexual relationships as a consequence of their substance use (alcohol and 
drugs). The use of substances emanated from their social lifestyles that often involved going to 
clubs where recreational substances were easily available (Naidoo, 2019). 
 
2.4.2.3. Extramarital Sex and HIV 
There is a widespread assumption that men and women who form a socially recognized unit 
that is sanctioned by religion, law, or traditional exchanges between relatives (such as payment 
of bridewealth) will have less frequent extramarital sex compared to those who are in less 
formalized unions. The infrequent extramarital sex in these formalized unions is assumed 
irrespective of the social characteristics of the union (Carael, Ali, & Cleland, 2001). However, 
researchers (Isiugo-Abanihe, 1994; Jacubowski, 2008; Oyediran et al., 2010) highlight the high 
prevalence of sexual networking among married couples. Ackermann and De Klerk (2002) 
maintain that in traditional societies, sexual partnerships are arranged by the family and a 
wealthy man is permitted to have more than one wife. However, urbanization and 
modernization in most parts of the world, including SA, have changed the structure of sexual 
partnerships. Ackermann and De Klerk (2002) argue that the movement of people from rural 
to urban areas “have changed the organization of sexual partnerships, and what has emerged is 
a sexual structure allowing mistresses and love affairs” (p. 169). The sexual networking that 
emerged created conducive conditions for the acquisition and transmission of STIs, including 
HIV (Ackermann & De Klerk, 2002). 
 
Studies (Isiugo-Abanihe, 1994; Jacubowski, 2008; Oyediran et al., 2010) have been conducted 
to highlight the prevalence of sexual networking in marital partnerships. In Nigeria, Tanzania, 
and North America the prevalence of engaging in sexual relations with someone other than the 
current partner was found to be significantly higher among married or cohabiting heterosexual 
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men compared to women (Isiugo-Abanihe, 1994; Mark et al., 2011; Mbago & Sichona, 2010; 
Oyediran et al., 2010). In a 1994 quantitative study in Nigeria, Isiugo-Abanihe interviewed 
3200 couples on their knowledge of HIV/AIDS and their extramarital sexual behaviour and 
discovered that 54% of men and 39% of women reported having had sex outside of marriage, 
with 18.5% of men and 11% of women having engaged in extramarital sex a week prior to their 
study.  
 
In another study, Oyediran et al. (2010) surveyed male respondents aged between 15 to 64 
years (41% of whom were married or cohabiting) and found that 16% of married men reported 
having had extramarital sexual relations within the 12 months before the study. In a comparable 
study, Mbago and Sichona (2010) surveyed 500 married men between the ages of 15 and 59 
years in Tanzania and found that 39% of respondents reported extramarital sexual relations 
with other women since getting married. The same trend was also highlighted in the US by 
Choi, Catania, and Dolcini’s (1994) longitudinal study where, at both national and urban levels, 
men were more likely than women to report extramarital sex. In their final analysis, Choi et al. 
(1994) highlighted the potential physical health consequences of extramarital sex, such as HIV 
infection.  
 
The experience of being infected with HIV by husbands was reported in a qualitative study in 
Cambodia. HIV-positive women who were infected with HIV by their husbands accepted their 
husbands’ infidelity. In this qualitative study, 15 HIV-positive women were interviewed, and 
the findings suggested that women constructed their husbands’ infidelity as a cultural norm 
that men cannot be satisfied by having sexual intercourse with one woman. The women also 
believed that men’s sexual desire is infinite and that men cannot survive without sexual 
intercourse (Yang, Lewis, & Wojnar, 2015). Women’s acceptance of husbands’ infidelity and 
gender roles of motherhood and being a good wife made these Cambodian women vulnerable 
to HIV (Yang et al., 2015). 
 
Other researchers (Mark et al., 2011; Schensul, Mekki-Berrada, Nastasi, Singh, Burleson, & 
Bojko, 2006) highlight the destabilization of adult relationships, including marriage, as a result 
of sexual networking. In urban poor communities of Mumbai, in India, sexual networking was 
found to impact the quality of the couple’s relationship, creating difficulties in communication, 
sexuality, and violence that further exacerbate extramarital sex and risk of infection (Schensul 
et al., 2006). Ackermann and De Klerk (2002) argue that while women might be aware that 
their husbands are not monogamous, they might feel powerless to change the situation and, in 




2.4.2.4. The Use of Condoms in Marriage and HIV 
To account for the high infection rate within heterosexual relationships, Bongaarts (1995) 
argued that the spread of HIV does not occur in monogamous relationship where partners are 
uninfected and faithful to each other. Bongaarts (1995) maintained that the spread of HIV 
mainly occurred during extramarital, casual sexual activity, especially where there is lack of 
condom use with the extramarital partner. When condoms are not used during men’s 
extramarital sex, this increases the risk of HIV infection to the wife. Because wives were 
economically dependent on their husbands and could not initiate condom use due to fear of 
violence or loss of support, Zierler and Krieger (1997) argued that this amounts to gender 
inequality. It is these unequal power relations that are the driving force behind women’s risk 
of HIV infection (Zierler & Krieger, 1997). Women’s economic dependence on their male 
sexual partners influences the perceptions and practise of condom use (Zierler & Krieger, 
1997). Even though, in principle, condoms might be the recommended strategy to prevent the 
spread of HIV, condom use within marriage, in practise, remains very low (Anglewicz & Clark, 
2013). 
 
The decreased use of condoms in marriage was reported in a qualitative study in India that 
examined HIV-risk among women whose husbands were having sexual intercourse with other 
men. Thirteen women were interviewed and results suggested that their husbands were 
initiators of sexual intercourse. As a consequence, women complied with sexual demands of 
their husbands who displayed reluctance and were resistant to using condoms. Husbands’ 
refusal to use condoms was despite having sexual intercourse with other men and their wives 
being aware of this infidelity (Tomori et al., 2018). One of the greatest risks of not using 
condoms is high rate of STIs (Gangakhedkar et al., 1997). In India, Gangakhedkar et al. (1997) 
examined the spread of HIV in a low-risk population of women by comparing prevalence of 
and risk factors for HIV and STIs in female sex workers attending clinics. Females who were 
non-sex workers were previously considered to be a low risk of contracting HIV in India and 
were characterized as young, more often married, and/or more often living with family 
compared to female sex workers. Gangakhedkar et al. (1997) found that non-sex workers had 
higher rates of STIs than sex workers and attributed this increased infection rate to their 
spouses. In another study that examined the propensity of being infected by a spouse, Watkins 
(2004) surveyed men and women in rural Malawi and found that 32% of women and 14% of 
men identified their spouse as a primary source of their HIV infection. These results suggest 
that husbands’ extramarital sex more likely influenced women’s susceptibility to contracting 




Despite the possible risks of HIV infection from spouses, condom use within marriage remains 
contentious. At the societal level, moral justification is used to discourage the use of condoms 
while at an individual or relationship level a condom is rejected on perceived grounds that it 
unsafe and interferes with the natural experience of sex (Chimbiri, 2007). Sherlley (2005) 
reported that women, compared to men, tended to worry more about contracting HIV from 
their spouses. Women’s worry is believed to stem from the risk they believe they are exposed 
to as a consequence of their partners’ infidelity (Sherlley, 2005). However, Chimbiri (2007) 
found that despite concerns of the possibility of contracting HIV as a result of their partners’ 
infidelity, women, nonetheless, rarely spoke about the usage of condoms in their sexual 
relationships. Instead, during interviews women focussed on discussing condom use in their 
husbands’ extramarital sexual partnerships.  
 
Chimbiri (2007) argued that introducing the subject of condom use in marriage was viewed as 
interfering with customary marital sexual relationships. Discussions about condoms usage in 
marriage was considered intrusive and nullified the authenticity of marriage (Chimbiri, 2007). 
A similar trend was found in an ethnographic study of rural Mexican migrant women who did 
not want to use condoms for disease prevention because of the high emotional cost of 
acknowledging that sex with their husbands is unsafe (Hirsch, Higgins, Bentley, & Nathanson, 
2002). Hirsch et al. (2002) argue that married women’s denial of their risk of contracting AIDS 
and persistent gender inequality create huge implications for the spread of HIV within 
marriage.  
 
Another factor that is responsible for lack of introducing the use of condoms in marriage was 
first entry into marriage (Anglewicz & Clark, 2013). While unmarried young men and women 
may theoretically support the use of condoms, their perceived acceptability of condom use in 
marriage changes once they enter their first marriage. A reason advanced for why condom use 
might be undesirable in marriage especially among young married couples may be their desire 
to have a child (Cordero-Coma & Breen, 2012). Furthermore, the hesitation to use condoms 
due to fertility preferences may also pertain to those who might know their HIV positive status 
or suspect that they might be HIV positive, as they may opt to hasten their childbearing before 
their health deteriorates (Hayford, Agadjanian, & Luz, 2012; Trinitapoli & Yeatman, 2011). 
 
Protection from HIV infection in marriage is difficult when one of the partners is HIV-positive. 
Options that are available to partners are to use a condom consistently or to separate from the 
infected spouse who presents a risk of transmitting the virus (Anglewicz & Clark, 2013). 
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Although the usage of condoms was initially rejected within marriage, indications are that their 
acceptability within marriage is increasing (Maharaj, Neema, Cleland, Busza, & Shah, 2012). 
In a cross-sectional survey of SA and Uganda, Maharaj et al. (2012) found increased concern 
of HIV infection from cohabiting partners and this concern facilitated improved attitude 
towards condom use in marriage. Compared to Uganda, increases in condom use within SA 
was more common in cohabiting rather than married couples. Where condom use increased 
within married couples, it was when one or both of the partners are suspected of being HIV-
positive (Maharaj et al., 2012). 
 
2.4.2.5. Gender Inequality and HIV 
Women’s vulnerability to contracting HIV has been linked to their social position within 
society (Clark, 2004; Jacubowski, 2008; Sanders-Phillips, 2002; Walker & Gilbert, 2002). 
Women’s general low status in society is manifested by low levels of employment, income, 
and education (Walker & Gilbert, 2002). SA is reported to have high levels of inequality (Stats 
SA, 2014). Within this unequal society, women remain the most vulnerable and greatly 
affected. In 2011, less than half (45.5%) of all South Africans were living below the poverty 
line. Of this total population, women made up the majority (53.4%) of the poor, a proportion 
that has remained fairly constant since 2006 (53.0%). Women’s experience of poverty was 
reported to be more severe compared to men as reflected in the poverty gap which is higher for 
women (20.5%) than men (18.8%). Poverty gap is defined as an estimation of the depth of 
dearth by considering how far, on average, the destitute are from poverty line (Stats SA, 2014). 
There were also significant differences in levels of poverty amongst male-headed and female-
headed households. By 2011, the incidence of poverty amongst female-headed households was 
43.9% whereas within male-headed households the level was 25.7% (Stats SA, 2014). 
 
2.4.2.6. Low Socioeconomic Status and HIV 
In Tanzania, during economic decline, some men withdrew from their household 
responsibilities as breadwinners and left women to fend for themselves (Silberschmidt, 2001). 
Within this resource-constrained environment and with limited marketable competencies, 
Heise and Elias (1995) and Lugalla et al. (1999) argued that women were often forced to find 
alternative sources of livelihood that often involved sexual networking as an economic strategy 
to maintain themselves and their families. Similar results were found in another Tanzanian 
study that reported the likelihood of married women to be involved in sexual networking in 
exchange for financial support because their husbands withheld support (Hattori & Dodoo, 
2007). In yet another population-based survey of women aged 20 to 44 in Moshi, Tanzania, Sa 
and Larsen (2008) found increased prevalence of sexual networking for financial support 
22 
 
among women when their husbands withheld financial support. Silberschmidt (2001) 
maintains that withholding financial support illustrated the influence of male sexual power and 
control over women.  
 
Women’s financial reliance on men aggravates their vulnerability to male control and abuse of 
power (Wingood & DiClemente, 2000). Wingood and DiClemente (2000) conceptualized 
power as primarily residing at the interpersonal level and, as occurring occasionally, at the 
institutional level. They defined power as having the power to act, to change, or to have power 
over others. At the institutional level, Wingood and DiClemente (2000) argue that the sexual 
division of power is upheld by social systems, such as the abuse of authority and control in 
relationships. Women in power-imbalanced relationships are likely to rely on their male 
partners because men generally bring more financial resources, such as money, to the 
relationship. For Wingood and DiClemente (2000), male sexual power and control may 
indirectly increase a woman’s HIV risks by restricting her ability to discuss safe sex practices. 
As the power imbalance between men and women amplifies and favours men, women will be 
more likely to experience adverse health outcomes. 
 
The foundation of this gender inequality is a patriarchal system that deprives women of holding 
the same social status as men (Omari, 1994). Leclerc-Madlala (2000) maintains that within the 
family, gender inequality derives from women’s subordinate role and limited personal 
resources. Women’s lack of power and breakdown of intimate relationships are exacerbated by 
the high incidence of domestic violence, battery, and rape (Leclerc-Madlala, 2000). Another 
factor that places women in a subordinate position is the acceptance, by both men and women, 
of sexuocultural norms and values that encourage multiple sexual partners among men 
(Leclerc-Madlala, 2000). Gender inequality within the family affects important areas of 
women’s lives such as employment opportunities and marriage. Within marriage, sexual 
decision making is dominated by men, and condoms are rarely used (Sa & Larsen, 2008). These 
factors suggest that women’s insubordination results in them lacking the power to negotiate 
condom use even when they are aware of their husbands’ extramarital sex. Because of violence 
that characterizes these relationships, women in monogamous relationships might be at greater 
risk of contracting HIV. 
 
Despite these disempowering factors, De Souza (2010) argues against the common trend of 
depicting women as powerless victims of patriarchal system. In an Indian study using narrative 
methodologies, De Souza (2010) reflected on the experiences of married monogamous women 
who were HIV-positive and who contracted HIV from their husbands. Rather than acting as 
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powerless victims, women’s narratives showed how they made sense of their circumstances, 
provided accounts for their social roles, and transformed their identities. De Souza (2010) 
argued that women’s narratives depict women as active participants of their social 
environment. In the study, women attributed blame for their disease to a male-dominated 
society that coerces women to marry when they are young and to accentuate female traits of 
submissiveness and selflessness. The women in the study recognized their oppression within 
the cultural system. These women also related the irony of their situations where on the one 
hand society sympathizes with those not at fault but, on the other hand, stigmatizes them of 
immorality associated with the disease. De Souza (2010) concluded that the women’s 
experiences demonstrate agency in their lives in a context of seeming powerlessness. Agency 
was seen as social activities such as engagement and dialogue in meaning making that 
developed critical consciousness. Although women in marital relationships are confronted with 
male control, participants in De Souza (2012) showed that these forms of control are embedded 
in social systems can be challenged and reconstructed. 
 
2.4.2.7. HIV-discordant Couples 
The spread of HIV in sub-Saharan Africa is mainly through heterosexual sex where condom 
use is low (Anglewicz & Clark, 2013; Walker & Gilbert, 2002). Despite common assumptions 
that HIV infection occurs through sexual intercourse outside formal relationships, Mavhandu-
Mudzusi and Sandy (2015) argue that HIV transmission also occurs in serodiscordant couples. 
A serodiscordant couple refers to a relationship where one partner is HIV seropositive and the 
other is HIV negative (Marfatia, Shinojia, Patel, & Pandya, 2015). Seroconcordant is when 
both partners are seropositive for HIV (Marfatia et al., 2015). Within these heterosexual 
relationships, HIV transmission occurs mainly between serodiscordant partners, particularly in 
instances where both partners are unaware of each other’s serostatus (Kaiser et al., 2011). 
 
In a national household survey involving persons aged 15 to 64 years in Kenya, Kaiser et al. 
(2011) found 83.6% of HIV-infected married or cohabitating couples unaware of their HIV 
status. In urban parts of Zambia and Rwanda, Anglewicz and Clark (2013) found high 
prevalence rates of new heterosexually acquired HIV infections among serodiscordant married 
or cohabiting couples to range between 55.1% and 92.7% respectively. A retrospective study 
in India that aimed to determine HIV seroconcordance and serodiscordance among couples 
found that of the 66 couples studied, 45 (68.2%) were both living with HIV while 21 (31.8%) 
couples were serodiscordant (Marfatia et al., 2015). Marfatia et al. (2015) argued that the risk 
of HIV infection increased in married or cohabiting serodiscordant couples especially if the 




The risk of infection of HIV for women also increases as a result of lack of condom use 
especially after child birth when children have been weaned (Marfatia et al., 2015). In an earlier 
observational cross-sectional study, Marfatia, Naik, Singhal, and Naswa (2013) found that the 
high percentage of seroconcordance was due to late testing and less acceptability of condoms 
among married couples. Low prevalence of HIV in serodiscordant couples was due to high 
condom use. Marfatia et al. (2013) found that another contributory factor to increased HIV 
transmission is that seropositive couples try to conceive even after knowing their status because 
of the stigma associated with not having children. A woman who is HIV-positive faces even 
greater challenges if her partner is HIV-negative. She has to take care of herself and a child 
who might be HIV-positive, as well as bearing the burden of the associated stigma (Marfatia 
et al., 2013). 
 
The notion of lack of or low condom use was also explored in another study. In Kenya, a cross-
sectional qualitative study was undertaken to explore barriers to consistent condom use among 
HIV-1 serodiscordant couples. Ngure et al. (2012), using in-depth interviews and focus group 
discussions, examined serodiscordant couples in the districts of Thika and Nairobi in Kenya. 
Fourteen couples completed in-depth interviews and 61 (34 men and 27 women) took part in 
the focus group discussions. Ngure et al. (2012) found that couples were hesitant to use 
condoms even though they were aware of their partner’s HIV-1 seropositive status. Women 
were more likely to report difficulties in negotiating condom use when there is fear of intimate 
partner violence (IPV) and of men withholding economic support. Men were reluctant to use 
condoms because they considered them to reduce sexual pleasure. Other barriers to condom 
use were men’s alcohol use, misconceptions about HIV discordance, as well as a couple’s 
desire to have more children (Ngure et al., 2012). Risk factors associated with HIV-
concordance were infection with herpes simplex virus type 2 in both partners and lack of male 
circumcision (Kaiser et al., 2011). 
 
A longitudinal study of married HIV serodiscordant couples was conducted in 2015 in Vietnam 
to determine seroconversion rate (Sawada et al., 2015). Sawada et al. (2015) found that half of 
the men who were seropositive as a result of injecting drug use (IDU) had wives who were 
HIV serodiscordant. HIV serodiscordance among wives was 62%, and men’s transmission 
route was IDU. Serodiscordance was high despite most couples being in long-term marital 
relationships with considerable amount of unprotected sexual contact. To account for these 
results, Sawada et al. (2015) hypothesized that strains of HIV found in a Vietnamese population 
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of IDU was transmitted inefficiently through sexual intercourse. It was also found that HIV-
positive IDUs who were using ART did not transmit HIV to their partners.  
 
Mavhandu-Mudzusi and Sandy’s (2015) phenomenological study that explored experiences 
and knowledge of HIV serodiscordance of couples in Soweto, SA, found serodiscordance 
relationships to be characterized by mental stress. Participants expressed variable emotions 
such as guilt, embarrassment, and self-hatred. HIV seropositive partners tended to feel self-
blame and an indication of acceptance of wrongdoing especially when there was history of 
sexual networking. Mavhandu-Mudzusi and Sandy (2015) argue that persistent experiencing 
of these emotions impacted negatively on the quality of these relationships. HIV-negative 
partners in serodiscordance relationships tended to focus on improving the physical health of 
the HIV-positive partner and on maintaining their relationships. This often leads to a disregard 
for the risk of contracting HIV; the partner who has tested negative for HIV willingly has 
unprotected sex with the HIV-positive partners. The willingness to engage in unprotected sex 
was attributed to participants’ limited knowledge about HIV serodiscordance (Mavhandu-
Mudzusi & Sandy, 2015). 
 
2.4.2.8. Intimate Partner Violence 
Violence against women is a major public health problem and a basic infringement of human 
rights (WHO, 2008), irrespective of age, culture, or socioeconomic status (Manfrin-Ledet & 
Porche, 2003). Karamagi, Tumwine, Tylleskar, and Heggenhougen (2006) found most 
heterosexual relationships to be characterized by increased prevalence of IPV. Most often, this 
intimate partner and sexual violence is likely to be perpetrated by men against women (WHO, 
2016). IPV is characterized by harm caused by an intimate partner in the form of sexual 
coercion, physical, and psychological abuse. WHO (2016) reports that 35% of women globally 
have experienced either physical and/or sexual IPV or non-partner sexual violence. This 
violence is perpetrated by intimate partners more often than someone other than a partner. Of 
all women who have been in a relationship, 30% have experienced physical and/or sexual 
violence by their intimate partner (WHO, 2016). A similar trend was reported in sub-Saharan 
Africa, where prevalent rates of IPV ranged between 20% and 71% (Barnett, 2006; Berkowitz, 
2003). 
 
Factors such as multiple partners and men’s alcohol consumption have been cited as major 
contributory factors for IPV (Karamagi et. al., 2006). Karamagi et al. (2006) found that women 
reported experiencing apprehension after testing for HIV, disclosing HIV results, and 
requesting husbands to use condoms for fear of IPV being perpetrated against them. In a review 
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of literature regarding a link between HIV disclosure and IPV, Manfrin-Ledet and Porche 
(2003) found that, although studies are inconsistent in their findings, the trend demonstrates 
high prevalence of IPV in women infected with HIV compared to HIV-negative women. Other 
risk factors associated with IPV include past history of marital discord and dissatisfaction, 
violence, unequal power relations, using violence as a conflict resolution strategy, and male 
control of sexual relations with women (WHO, 2008, 2016). 
 
There are significant short- and long-term physical, mental, sexual, and reproductive health 
problems for women as a result of intimate partner and sexual violence (WHO, 2008, 2016). 
According to Ackermann and De Klerk (2002), IPV influences women’s ability to negotiate 
whether, how, when, and where sex takes place. In South African women, Ackermann and De 
Klerk (2002) found that women are generally aware of power inequalities and male control 
over sexual issues. They argue that, despite this awareness, women find it difficult to resist 
male sexual control for fear of IPV. 
 
The prevalence of IPV was also reported by Malawian women in a focus group study. 
Mkandawire-Valhmu et al. (2013) discovered that, in Malawi, the prevalence of domestic 
violence usually involved forced unprotected sex. The implications of the presence of IPV in 
most relationships suggest that some women might have limited control over their sexual 
relations, thus increasing their probability of contracting HIV (Mkandawire-Valhmu et al., 
2013). Accordingly, UNAIDS (2011) maintains that one in seven new HIV infections could 
have been avoided by preventing IPV (UNAIDS, 2011). IPV and sexual violence against 
women can lead to unplanned pregnancies, induced abortions, and gynaecological problems 
(WHO, 2016). IPV during pregnancy has been linked to the likelihood of miscarriage, stillbirth, 
preterm delivery, and low birth weight babies (WHO, 2016). 
 
Mental health problems such as depression, posttraumatic stress disorder, sleep difficulties, 
eating disorders, drinking problems, emotional distress, and suicide attempts have also been 
found in women who experienced IPV. The rate was even higher for women who had 
experienced non-partner sexual violence (WHO, 2016). Furthermore, the presence of IPV 
within contemporary marriage hampers women’s opportunities for self-development and 
results in younger women being financially dependent on their partners (Ackermann & De 
Klerk, 2002). Because women are deprived of economic opportunities and are faced with 
sexual violence within their sociocultural contexts, this forces them to be focused on their 





2.4.3. Cultural Factors as Drivers of HIV Infection 
This section discusses the role of cultural factors in the transmission of HIV. The section begins 
with an examination of patriarchy and how cultural norms and values are transferred through 
socialization. This discussion will be followed by an examination of how other cultural factors 
such as the payment of bridewealth, practices of postpartum abstinence, wife inheritance, and 
polygamous marriage play a contributory role in increasing prevalence rates among women.  
 
2.4.3.1. Patriarchy 
Patriarchy is defined as a social system in which men appropriate all social roles and keep 
women in subordinate positions (Kambarami, 2006). Patriarchy, as a social system, evolves 
primarily from within the family as a result of socialization (Kambarami, 2006; Yang, Lewis, 
& Kraushaar, 2013). Because children are socialized within the family from a very young age, 
patriarchal practices become instilled at this tender age. These patriarchal practices do not 
remain confined in the family but permeate into other social institutions including marriage, 
religion, education, politics, and the economy (Kambarami, 2006). 
 
In patriarchal societies such as Zimbabwe, Ghana, and Cambodia, most woman consider 
marriage sacred, and this is the aspiration of many women (Bawah, Akweongo, Simmons, & 
Phillips, 1999; Kambarami, 2006; Yang et al., 2013). Husbands are respected, and they are 
predominantly initiators of sex, and they set conditions for sexual encounters while women are 
expected to be sexually submissive. Within this context of patriarchy, a social norm is set for 
men to have extramarital affairs, and for both men and women to believe that a man has a right 
to forced sex, particularly when the woman displays hesitation and timidity (Bawah et al., 1999; 
Kambarami, 2006; Leclerc-Madlala, 2000; Yang et al., 2013). These practices did not alter 
despite individuals’ HIV status (Leclerc-Madlala, 2000). This power imbalance, particularly in 
marriage, becomes a significant driver of HIV infection (Kambarami, 2006; Yang et al., 2013). 
 
When infidelity occurs, it is thought to stem from widespread cultural beliefs that men are 
inherently programmed to require sexual relations frequently, with more than one woman and, 
often, occurring concurrently (Leclerc-Madlala, 2000). Within this cultural context, women are 
blamed when husbands are unfaithful. Women are rebuked for being unable to meet the sexual 
needs of their husbands. However, should women be unfaithful and engage in extramarital 
sexual relationships with other men, they are stigmatized as ‘loose, and steps are taken to 
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returned to their parents to be disciplined. Women are also faced with the prospect of divorce, 
and IPV if they are found to be sexually unfaithful (Kambarami, 2006; Yang et al., 2013). 
 
In Cambodia, despite HIV transmission declining, new infections are reported within marriage 
(Yang et al., 2013). Peer-reviewed articles between 1993 and 2010 suggest that the increasing 
incidence of HIV infection within marriage is from HIV-positive husbands to their HIV-
negative wives (Yang et al., 2013). One factor attributed to HIV infection in marriage has been 
women’s social standing in Cambodian society. Cambodia is regarded as a hierarchical male-
dominated society where women occupy lower social standing in society, and their status is 
determined by marriage and having children. Men’s extramarital sexual relations are often 
condoned as part of Cambodian tradition. Culturally and socially sanctioned values about what 
constitutes an ideal traditional Cambodian woman get taught by the family and through primary 
schooling (Yang et al., 2013).  
 
Common within such patriarchal societies is the practice of polygamy, a cultural practice where 
men have more than one wife (Otieno, 2007). In Africa, polygamy was supported and practised 
by men who chose to have more than one wife and who had the financial means to do so 
(Ackermann & De Klerk, 2002). Because society was agrarian and work depended on manual 
labour, women and children were to work and also to raise crops for food that supported the 
family. A man in a polygamous marriage was likely not only to have many wives but also had 
many children who were able to cultivate more land, and such a man gained the respect of his 
community (Otieno, 2007). Men who were able to manage and coordinate their families in 
cultivating land were those whom society considered for such positions as chiefs or clan elders 
because they had demonstrated leadership qualities in running their large households (Otieno, 
2007). 
 
Although cultural practices such as polygamy play a role in creating social cohesion, other 
aspects such as the payment of bridewealth, postpartum abstinence, and wife inheritance were 
found to inadvertently place women in subordinate positions and create conducive conditions 
for HIV infection (Browning, 2011; Chika, 2011; Peterman, 2012). A discussion of these 
cultural practices and how they affect women is undertaken in the following subsections.  
 
2.4.3.2. Bridewealth as Determinant of HIV 
Women’s subordinate position within marriage in western patriarchal societies stems from 
century-old legal precepts (Chika, 2011). Upon entering marriage, women could not exercise 
or enjoy individual liberties. Husbands exercised power over marital spouses and 
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disempowerment became an acceptable part of women marital life. Hale (as cited in Chika, 
2011, p. 42) argues that forced sex in marriage is unrecognizable because the wife “hath given 
up herself in this kind unto her husband, which she cannot retract”. Another proponent of the 
18th century fathers of English Law, Blackstone (as cited in Chika, 2011, p. 42), observed that 
“By marriage the husband and wife are one person in law, that is, the very being or legal 
existence of the women is suspended and consolidated into that of the husband”. In essence, 
once married, women are deprived of their ability to control their bodies due to the 
commoditization of their bodies to their husbands (Browning, 2011). 
 
To consummate marriage in the majority of ethnic groups throughout sub-Saharan Africa, a 
man is expected to pay a price of cows or goats (Wendo, 2004). The number of cows or goats 
paid for a bride is negotiated between the families of the groom and bride. Although the mode 
of payment was traditionally livestock, this practice is progressively changing, with cash 
payment becoming an acceptable method (Wendo, 2004). Generally, bride price is paid before 
taking a bride. However, there are instances where a couple may live together for a few months 
or years while arrangements are made for payment of bridewealth. Although this payment 
traditionally is aimed at strengthening family ties between the two families, there is also a 
drawback to the practice (Wendo, 2004). 
 
Nakagawa (as cited in Yang et al. (2015) reported that in male-dominated cultures and societies 
such as the Khmer culture in Cambodia, wives hold a subordinate standing in marriage and are 
considered their husbands’ physical property. Similarly, Chika (2011) found that within 
Nigerian culture, women are forbidden from discussing sexual matters and from negotiating 
safe sex practices to avoid unwanted pregnancies or contracting STIs. To be considered a ‘good 
wife’, women are expected to surrender their rights to make decisions. The payment of 
bridewealth in traditional African culture is bestowed with male privileges that subject women 
to different forms of abuse and it compromises women physical and psychological wellbeing 
(Chika, 2011).  
 
Despite advances in human rights, women continue to hold subordinate positions in marriage 
as a result of prevailing patriarchal customs governing many contemporary marriages. Bogale, 
Wondafrash, Tilahun, and Girma (2011) and Browning (2011) highlight women’s 
subordination within contemporary marriage. In a qualitative study of married women in 
Mwanza, Tanzania, Browning (2011) used participatory observation and participatory action 
focus group meetings to understand Christian HIV-positive women’s lived experiences of 
marriage as a risk factor for HIV. Browning (2011) found that women reported that within their 
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marriages they had little power to demand their husband’s faithfulness or even to inquire about 
his whereabouts. Women said that they took great risks when refusing sex because this could 
lead to being abandoned, or them losing property, children, or a livelihood.  
 
The disempowerment of women in marriage was also researched by Bogale et al. (2011). 
Bogale et al. (2011) examined married women’s decision-making power on modern 
contraceptive use in urban and rural southern Ethiopia. Knowledge about the use of modern 
contraceptive method was discovered to be high among both urban (99.4%) and rural (98.8%) 
women. However, regardless of increased rates of reported joint decision making on 
contraception use among both urban and rural women, women tended to wait for their 
husbands’ final approval before using contraceptives. Bogale et al. (2011) found that rural 
women’s decision making to be significantly curtailed compared to urban women. The 
difference between urban and rural married women was thought to result from societal 
structures where, as is typical of patriarchal societies, decision making about number and 
spacing of children is taken by husband in the context of women’s economic dependence, 
poorer educational levels, and existing cultural practices (Bogale et al., 2011).  
 
Women’s power to make decisions was linked to their level of education, age, location, and 
employment status (Acharya, Bell, Simkhada, van Teijlingen, & Regmi, 2010). In a 
Demographic Health Survey of Nepalese women, Acharya et al. (2010) found factors such as 
having a school-leaving certificate, being older with more living children, being employed, and 
having urban residency as determinants of autonomy in decision making about own health care. 
Therefore, women who were not in paid employment, resided in rural parts of the country, 
poorly educated, or newly married were less likely to be involved in household decision 
making. Newly married women were less likely to be involved in decision-making because 
they performed household duties under the supervision of the mother-in-law who was more 
empowered to make decisions (Acharya et al., 2010). 
 
2.4.3.3. Postpartum Abstinence 
Postpartum abstinence is considered one of the significant determinants of extramarital sex 
(Cleland, Ali, & Capo-Chichi, 1999). Abstinence from sexual intercourse after childbirth is a 
widespread custom in different cultures but is practised differently (Cleland et al., 1999). The 
duration of postpartum abstinence within the African continent differs from country to country 
with a mean range of 6 to 18 months (Achanaa, Debpuura, Akweongoa, & Cleland, 2010). A 
cross-sectional survey in Northern Nigeria showed postpartum abstinence practices to be 
widely practised among women with children below the age of five years (Iliyasu, Kabir, 
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Galadanci, Abubakar, Salihu, & Aliyu, 2006). To understand this notion of postpartum 
abstinence, anthropological cross-sectional and qualitative studies were conducted.  
 
In the seventies, Caldwell and Igun (as cited in Sule-Odu et al., 2008) stated that in the Yoruba 
culture of Nigeria, sexual intercourse with a woman who has just given birth was considered 
taboo. Therefore, postpartum abstinence for women is considered to enhance the health and 
survival of lactating babies and nursing mothers (Cleland, Carael, & Ali, 2001). In qualitative 
research that aimed to explore the role and shaping of postpartum abstinence on mothers’ 
sexual conduct and vulnerability to HIV in a rural community of Northern Ghana, Achanaa et 
al. (2010) discovered that women believed that just after birth, seminal fluid or sperm of the 
man will go directly into the breast milk, which is thought to be harmful to the infant. Another 
reason for postpartum abstinence is that a woman’s sexual desire decreases in the third 
trimester and during the postpartum period, which leads to decreased frequency of sexual 
intercourse (DeJudicibus & McCabe, 2002). In Benin, West Africa, a cross-sectional survey of 
adult men and women found the probable benefits of postpartum abstinence to be counteracted 
by a high likelihood of male extramarital unprotected sex (Cleland et al., 1999). In the latter 
study, almost 40% of both single and married men reported having one or more sexual relations 
with someone other than their partner during the postpartum period.  
 
Apart from sexual abstinence during the postpartum period, Iliyasu et al. (2006) in a cross-
sectional survey of rural women in Nigeria found that the postpartum period was marked by 
ritually diverse cultural practices aimed at keeping women ‘hot’. Within this cultural context, 
blood is considered ‘hot’. Therefore, when the woman has lost some blood after giving birth, 
she is believed to be in a cold and susceptible state. Accordingly, traditional postpartum care 
such as hot baths, nursing in heated rooms, lying on a heated bed, ingesting special pap 
(Kanwa) enriched with huge quantities of sodium carbonate, and eating nutritious spicy food 
are examples of interventions implemented by the community. The traditional postpartum care 
is aimed at keeping the new mother warm. The assumption is that this will restore her to good 
health and protect her from disease (Iliyasu et al., 2006). This period is considered a vulnerable 
phase for mothers because of reported health consequences arising from high salt intake and 
burns sustained during hot baths (Iliyasu et al., 2006). 
 
The practice of these postpartum rituals and the resultant absence of sexual intercourse between 
married couples have been cited as reasons for men’s extramarital sex. Mkandawire-Valhmu 
et al. (2013) reported that in Malawi, culturally sanctioned periods of postpartum abstinence 
often result in men engaging in extramarital sex because of local African beliefs that men 
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cannot physically survive for long periods without sex. Support for the prevalence of men’s 
extramarital sex during periods of postpartum abstinence was found in rural Northern Ghana 
where there was increased likelihood of a husband’s infidelity and the risk for contracting STIs 
during periods of postpartum abstinence (Achanaa et al., 2010). Mbekenga, Pembe, Darj, 
Christensson, and Olsson’s (2013) qualitative study, using focus group discussions, found an 
imbalance in the power relations in sexual relationships. Because men were presumed ‘weak’ 
and having an uncontrollable sexual desire, they were privileged to continue having sex after 
their partners gave birth, whereas women were restrained from the possibility of enjoying and 
meeting their sexual needs. Mbekenga et al. (2013) argued that the differences in the way men 
and women were positioned in relation to sexuality illustrated how power relations determine 
whose pleasure was given priority.  
 
Although men were considered too powerless to control their sexual urges, they were 
nonetheless capable of controlling women. This control over women was expressed by men in 
the form of rape (Mbekenga et al., 2013). Mbekenga et al. (2013) found that women succumbed 
to male pressure and sexual advances to protect their marriage, to avoid divorce, and to prevent 
family violence. Mbekenga et al. (2013) argued that cultural norms, such as those that purport 
men’s inability to live without sex, aid in encouraging, perpetuating, and normalizing infidelity 
in men. Such cultural norms reproduce gender inequalities with negative implications for 
family health such as contracting STIs and family breakups (Mbekenga et al., 2013). 
 
2.4.3.4. The Role of Wife Inheritance in Promoting HIV Infection 
Wife inheritance (WI) is a commonly practised custom within certain ethnic groups in parts of 
African societies, where upon the death of a husband, a woman (widow) is inherited by another 
man from the in-law family to look after her and her children. The inheritor is mainly her 
brother-in-law, cousin, or a respected man from the community if her in-laws were unable to 
support her (Agot et al., 2010; Otieno, 2007). Widowhood is determined by cohabitation, 
customary marriage, and marriage of ordinance in most West African countries (Sossou, 2002). 
Cohabitation is described as a practice where a woman lives with a man without getting married 
and, upon the death of the man, she is expected to perform widowhood rituals (Sossou, 2002). 
On the other hand, marriage of ordinance refers to the type of monogamous marriage performed 
in a magistrate court, church, or done according to Islamic laws (Sossou, 2002). 
 
According to Peterman (2012), a period of widowhood in sub-Saharan Africa paints a picture 
of discrimination, deprivation, and suffering endured by women who are often stripped of 
property and assets following the death of a spouse. In a demographic health survey of 15 
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African countries, Peterman (2012) found that, generally, women were deprived of asset 
inheritance on the death of their husband. With the exception of Rwanda and Senegal, where 
women and their children report inheriting the majority of assets, results from other countries 
(Benin, Congo Brazzaville, Democratic Republic of Congo, Guinea, Mali, Namibia, Niger, 
Nigeria, Rwanda, Senegal, Sierra Leone, Tanzania, Uganda, Zambia, and Zimbabwe) showed 
that more than half of widows report no asset inheritance. In the latter countries, the inheritance 
of the majority of assets is by the spouse’s family or other children (Peterman, 2012). Results 
also show that, in general, women who were older, wealthier, more educated were better 
protected against the dispossession of assets (Peterman, 2012). 
 
Inheritance of assets normally includes land, assets, and cash at the time of death but usually 
excludes inheritance that is transferable intergenerationally (Peterman, 2012). Since men 
generally owned more material and financial wealth, upon their death, their spouses lost the 
financial support they were accustomed to receive (Nyanzi, Emodu-Walakira, & Serwaniko, 
2009). The resulting poverty is that the widow is forced to rely on her extended family to feed 
herself and her children (Peterman, 2012). Where she is able to inherit her deceased husband’s 
estate, a woman is confronted with the added responsibility of supporting her deceased 
husband’s children, including those conceived in other sexual unions (Nyazi et al., 2009). In 
Ghana, the widows could only benefit from these properties if they have grown-up sons or are 
forced to remarry into their deceased husbands’ families again (Potash, 1986). Nyazi et al. 
(2009) further report that that initiating conversations about the husband’s will had potential to 
incite suspicions of the wife’s interest in his early death. 
 
Deprived of property rights and facing an uncertain future marked by financial hardship, 
women are forced by these circumstances to accept the practise of inheritance. Buckley (2000) 
argued that the practice of wife inheritance has fuelled the spread of HIV in a community faster 
than any other means. In an ethnographic study of widowhood in Kampala, Kenya, inheritors 
were reported to be almost always married and engage in concurrent sex (Nyazi et al., 2009). 
Thirty-five widows participated in the study. The results revealed that the majority of widows 
(63%) were infected with HIV by their late husbands and 56.3% participated in the practice of 
wife inheritance. The infected widows were likely to infect their inheritors, who would in turn 
infect their wives and other partners in their sexual networks. Condom use was also found to 
be low (less than 5%). Nyazi et al. (2009) argued that this could contribute to the rapid 




These practices of wife inheritance do not only raise fears of HIV transmission but has been 
found to be characterized by unequal power relations. Sossou (2002) highlights gendered 
power relations inherent in the practice of mourning rites associated with widowhood. Sossou 
(2002) argues that mourning rites and behaviours in traditional West African societies are 
intrinsically gendered. According to Sossou (2002), rituals focus on paying tribute to the 
deceased husband and do not facilitate the widow’s grief. More restrictions involving dress 
code, personal hygiene, and sexual activity are placed on a widow than on a grieving man. 
However, Nyazi et al. (2009) dispute the general depiction of widowed individuals as 
marginalized, weak, and powerless. In an ethnographic study of widowhood in Kampala, 
widows were considered heterogeneous with differences in age, gender, education level, social 
class, income levels, health status, access to wealth, and number of dependents (Nyazi et al., 
2009). Nyazi et al. (2009) maintain that these different factors interact to shape the experience 
of widowhood. Despite these regional variations, widowhood rites throughout the world are 
generally characterized by societal marginalization and isolation of women as a result of gender 
and power relations (Sossou, 2002). 
 
The cycle of infection and reinfection is fed by denial and the habitual assertion that the 
deceased died as a result of malaria or witchcraft (Otieno, 2007). Sossou (2002) contends that 
such an atmosphere charged with superstition, suffering, and deprivation places widows under 
an oath of sorts for the duration of the mourning period. Because widows are often left with 
limited options, those who reject the custom are often banished from their communities, 
creating fear and insecurity, forcing them to a life of poverty (Otieno, 2007). Efforts to fighting 
the scourge of HIV will remain inadequate as long as the widows depend on the extended 
family members to provide for their immediate needs (Otieno, 2007). 
 
In summary, Merson et al. (2008) maintain that bringing the infection under control would 
demand a unique and truly global response, one that requires policy makers to address the 
social factors that affect transmission. Ignoring these social factors would further relegate 
issues of sexuality, sexual behaviour, power, gender, and violence to the background, and 
would thus result in women’s voices remaining suppressed under the influence of culture, age, 
and gender stereotypes (UNAIDS, 2015). Sanders-Phillips (2002) argued that until these social 
issues are addressed, many women will continue to be at risk of contracting HIV/AIDS and 
will be forced to make choices that do not reduce their risk. According to Walker and Gilbert 
(2002), women’s vulnerabilities are located within these separate but indistinguishable 
categories. Browning (2011) maintains that the presence of these HIV risk factors suggests that 




2.4.4. Psychosocial Aspects of HIV Infection 
The general trend in the transmission of HIV to women indicates that women are mostly 
infected by their spouses or long-term sexual partners (UNAIDS, 2014). After being diagnosed 
with HIV, people generally are reported to experience many changes in their physical, social, 
interpersonal, psychosocial, spiritual, and emotional relations with spouses, family members, 
and neighbours (Peltzer & Leenerts, 2007). Goggin, Catley, Brisco, Engelson, Rabkin, and 
Kotler (2001) argued that studies that highlight the psychosocial impact of HIV provide some 
evidence of HIV-related stressors, and this could account for individual variation in their 
response to an HIV positive diagnosis. Thus, understandings of the experiences of women are 
valuable (Goggin et al., 2001). Studies that have examined women’s experiences of contracting 
HIV will be examined in the following sections below.  
 
2.4.4.1. Emotional and Interpersonal Changes 
There is scant research focusing on changes and adjustments in couples where husbands have 
infected their wives (Yang, Lewis, & Wojnar, 2015). In an interpretive phenomenological 
study of 15 women in Cambodia, Yang et al. (2015) found that Cambodian women, mostly 
from rural areas, who identified themselves as being infected by their husbands, reported 
perceived changes in their personal and family relations after an HIV diagnosis. Women 
reported greater involvement in family decision making, and their opinions relating to family 
matters became more valued. In addition, women’s husbands began to spend more time at 
home with their families.  
 
Despite these significant gains and positive changes, women reported that due to the 
deteriorating health of their husbands and their inability to work, the burden of poverty 
deepened and the women they were forced into being primary breadwinners (Yang et al., 2015). 
Generally, women’s intimate relationships with their husbands improved, and there were less 
frequent acts of IPV and forced sex. Rather than being concerned about satisfying their 
husbands’ sexual needs, women became more concerned about their children and surviving 
their daily existence (Yang et al., 2015). The findings of this study (Yang et al., 2015) differ 
from other research (Issiaka et al., 2001; Thiangtham & Bennett, 2009) about the lived 
experience of women who are HIV positive. 
 
In their study of lived experience of HIV-positive women, Thiangtham and Bennett (2009), 
using an interpretive phenomenological approach, interviewed 16 pregnant women who were 
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HIV-positive in Bangkok. Using thematic analysis, the study discovered that being infected 
with HIV resulted in increased distress that threatened women’s lives and peaceful living. The 
virus was found not only to affect women’s health, but also their place in society, and their 
psychological and emotional wellbeing (Thiangtham & Bennett, 2009). Discovering their HIV 
positive status, women fell into a state of depression and hopelessness about the future. They 
feared being rejected by their family and the community, and being subjected to spousal 
physical abuse. Despite their despair, women had hope to live for their babies. Hoping to live 
for their babies further encouraged them to make behavioural changes that promoted healthy 
living that could enable them to bring up their children (Thiangtham & Bennett, 2009). 
 
Although being diagnosed with HIV has been reported to cause significant psychological 
distress on the individual (Issiaka et al., 2001; Thiangtham & Bennett, 2009), a study by Goggin 
et al. (2001) reported positive aspects of being diagnosed with and living with HIV. Using a 
self-report scale of psychological symptoms on HIV-positive women in New York, Goggin et 
al. (2001) also found moderate levels of distress related to awareness of a reduced lifespan, 
alienation, and stigma in the participants. Women reported how knowledge of their HIV status 
drove them to make positive changes in themselves. Changes included improving personal 
relationships, recuperating from substance abuse, and increasing their self-esteem.  
 
Negative experiences associated with being HIV positive included HIV-related physical 
symptoms, an awareness of their mortality, alienation, and stigma (Goggin et al., 2001). 
Similarly, HIV-infected women who were surveyed in Burkina Faso revealed reluctance to 
share their seropositive status to their partners for fear of being stigmatized and rejected by 
their partners, family, and friends (Issiaka et al., 2001). Women also feared negative financial 
implications from their partners if they disclosed their status (Issiaka et al., 2001). Issiaka et al. 
(2001) argued that because of the absence of social security or health insurance schemes in 
many African countries, women become forced into a cycle of dependency from their partners 
or families to manage their health problems. 
 
While great concern and anxiety about limited lifespan might have been a fundamental 
existential matter in the early stages of the HIV epidemic, as reported in Goggin et al. (2001), 
advances have been made globally in the fight against HIV. The introduction of ARVs has 
been shown to bring benefits, such as reduced risk of mother-to-child transmission and 
suppression of the replication of the virus that, in turn, prevents transmission to an uninfected 
partner; certain ARVs can also be used as post-exposure prophylaxis (PEP) for parental and 




2.4.4.2. Spirituality Changes 
Although there was significant progress in the diagnosis and management of HIV, living with 
a chronic and incurable illness is often fraught with multiple difficulties, for example in 
navigating meanings about spirituality (Peltzer & Leenert, 2007). In a study of young African-
American women infected with HIV, Peltzer, Domian, and Teel (2015) found that women in 
the study described a life that was different since receiving an HIV-positive diagnosis. Women 
expressed hardship that accompanied a positive HIV result (Peltzer et al., 2015). To cope with 
these hardships, many African-American women have for generations relied on spirituality 
(Blakey, 2016). Spirituality was referred to as “an individual’s belief, faith in, and personal 
relationship with God/higher power that transcends human limitations, restores them to well-
being, and loves them unconditionally” (Blakey, 2016, p. 40). Health-promoting self-care 
activities and spirituality may aid individuals in the management of their illness and may help 
facilitate the relationship between multiple stressors and disease outcomes (Peltzer et al., 2015).  
 
Spirituality can help women in making meaning about being HIV-positive. A qualitative 
descriptive study of African-American women living with HIV found that having a relationship 
with God improved women’s hope, reduced their suffering, and allowed them to cope better 
with the possibility of death (Casarez & Miles, 2008). As a result of their spirituality, the 
women were less anxious, fearful, and distressed about their diagnosis, and the health of the 
children (Casarez & Miles, 2008). In a separate longitudinal study of adults living with HIV in 
Ohio, participants received intervention that was designed to assist them in focusing on 
changing their daily routines affecting their health behaviour, such as sleep hygiene, physical 
activity, spirituality, and optimism (Brown, Hanson, Schmotzer, & Webel, 2014). Brown et al. 
(2014) found that increasing spiritual wellbeing facilitated slower progression of HIV and 
physical health. Similar findings of positive impact of spirituality on physical health were 
replicated in a cross-sectional study that examined the association of spiritual wellbeing, 
depressive symptoms, and CD4 cell count (Dalmida, Holstad, Diiorio, & Laderman, 2009). 
Dalmida et al. (2009) found that spiritual, existential, and religious wellbeing accounted for a 
significant improvement in depressive symptoms and CD4 cell count. There was also better 
adherence to antiretroviral treatment which improved their viral load (Dalmida et al., 2009).  
 
2.4.4.3. Mental Health Outcomes of HIV Diagnosis 
Women’s position in the home as carers places immense burden on their health and make them 
susceptible to health problems (Campbell, Nair, Maimane, & Sibiya, 2008; Lewis, Mosepele, 
Seloilwe, & Lawler, 2012). Because of their role as carers, they have to carry the responsibility 
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of looking after sickly members of the family, taking care of children left behind by family 
members who have died from HIV/AIDS (Lewis et al., 2012). For most women burdened by 
their plight of poverty and gender inequality, being HIV positive themselves can be a major 
source of strain (Burgess & Campbell, 2014).  
 
Burgess and Campbell (2014) found distress among women who were living with HIV to result 
from interacting factors such as poverty, cultural norms around marriage and partnership, 
absent husbands who do not send allowances, unemployment, and intergenerational conflicts 
in talking about their experiences of their mental wellbeing. Their study reveals that women 
tended not to talk about their own deprivation; instead, they focused mainly on their inability 
to feed their own children. They argued that women’s narratives of distress arose out of their 
own desire, as well as broader cultural expectations, to be a good mother who provides for her 
children (Burgess & Campbell, 2014). Women were reported to have minimum negotiating 
power in relationships about safer sexual practices (Karamagi et al., 2006). Furthermore, being 
HIV positive may render many women vulnerable to IPV (Manfrin-Ledet & Porche, 2003). 
The South African Stress and Health Survey identified IPV as the strongest predictor of 
depression in women (Seedat et al., 2008). 
 
In a South African study of newly diagnosed HIV positive patients, fourteen percent of 
participants met the criteria for posttraumatic stress disorder (PTSD) (Olley, Zeier, Seedat, & 
Stein, 2005). In a similar study, which examined the psychological impact of being diagnosed 
with HIV, Kelly et al. (1998) found thirty percent of their respondents met criteria for PTSD. 
Although Kagee (2008) acknowledged that diagnosis of HIV can be psychologically 
distressing, he argued that people diagnosed with HIV were more concerned about the potential 
future impact of HIV on their health, welfare of their dependents, stigma, and discrimination 
rather than the past traumatic event as required for diagnosis of PTSD. This distress can further 
be heightened by the associated stigma, discrimination, and being rejected by family, friends, 
and society (Martinez, Israelski, Walker, & Koopman, 2002). Clark, Lindner, Armistead, and 
Austin (2004) maintain that such HIV-related stigma contributes to stress and adjustment 
difficulties among people living with HIV/AIDS (PLWHA). According to Wingood et al. 
(2008), PLWHA have generally been stigmatized since the epidemic was first acknowledged. 
Among women living with HIV, Wingood et al. (2008) found stigma to be associated with 
poor mental health outcomes.  
 
A high prevalence of depression among women who were HIV-positive was found in a study 
conducted in Botswana using two depression measures (Fialho, Pereira, Mendonça, & 
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Ouakinin, 2013; Lewis et al., 2012). Among the women who reported depression, complaints 
of cognitive impairments were also noted, which related to difficulty in taking medication and 
maintaining drug adherence (Lewis et al., 2012). Similar results were also found in a survey of 
Brazilian women diagnosed with HIV who showed high prevalence of lifetime and current 
depression. The prevalence of depression was associated with the stress and lack of social 
support. Women who reported depressive symptoms were also found to have a higher viral 
load (Mello, Segurado, & Malbergier, 2010). Other than depressive symptoms, Fialho et al. 
(2013) also found a high prevalence of neurocognitive deficits. The impact of demographic 
factors showed that women living with HIV and having low levels of education, lack of 
financial resources, and other resources of support were generally severely depressed (Fialho 
et al., 2013). 
 
2.5. Chapter Summary 
This Chapter examined the history of HIV and highlighted that, despite the pandemic initially 
being considered to affect a select group, it came to affect everyone and every region in the 
world. However, women were shown to carry the greatest burden of HIV, with sub-Saharan 
Africa being one of the regions greatly affected. A discussion of the biological, social, and 
cultural factors has identified these factors as posing a risk for women by making them 
vulnerable to HIV infection. Despite women’s vulnerability and carrying the burden of HIV, 
there is sparse research exploring women’s psychological experience of testing HIV-positive, 
especially in marriage. Where women are mentioned, their experiences are generalized from 
men’s descriptions. Even in studies that examined concurrency, such research focused on 
single or unmarried individuals but not on married couples in concurrent relationships. As a 
consequence, married women’s experiences of HIV in marriage remained unexplored. The 
Chapter concluded with a presentation of the psychosocial implications of contracting HIV. 




Chapter 3. Theoretical Frameworks 
 
3.1. Introduction 
Chapter 2 focussed on the medical, social, and cultural aspects that serve as drivers of HIV 
infection among women. To contextualize women’s infection with HIV within their social and 
cultural worlds, social constructionism and intersectionality frameworks will be adopted. These 
frameworks can provide an account of how women’s vulnerability to HIV can be understood 
not only from an individual but also a social context in which they live. The theoretical 
discussion will also underline that an integrated approach is needed in understanding women’s 
HIV infection. Thus, the findings in this study receive an integrated discussion with these 
theoretical frameworks towards the end of Chapter 5. In understanding women’s HIV infection, 
this integrated approach place emphasis on taking into account meaning and the consequences 
of belonging to multiple categories (Cole, 2009).  
 
3.2. Social Constructionism 
The concept of construction is thought to have been introduced by Peter Berger and Thomas 
Luckmann (Burr, 2015; Galbin, 2014). The relevance of social constructionism as a theory will 
be on its applicability to the understanding of women’s HIV infection in marriage. The main 
thesis of Berger and Luckmann (1967) was that people, rather than having a predisposed nature, 
construct their social world. They contend that the behaviour of individuals can be understood 
by appraising the knowledge system that is guiding them. The different knowledge systems 
that are used by individuals in their everyday activities are sociocultural, scientific, and 
common-sense knowledge. Berger and Luckmann’s (1967) thesis is that knowledge is 
contextually specific. Because of this, social phenomena can be understood by taking into 
account this local knowledge (Galbin, 2014). In examining monogamous women’s meaning-
making experiences of contracting HIV in marriage, data analysis will seek to extricate these 
socially and culturally embedded meanings of contracting HIV within marriage. 
 
Galbin (2014) defined the social construction of reality or social constructionism as a theory 
of knowledge of sociology and communication that examines the development of shared, 
constructed understandings of the world. Owen (1992) identifies two distinguishing 
characteristics of social constructionism. The first involves the rejection of assumptions about 
the theories of causality and the nature of the mind. The second involves locating the multiple 
features of human behaviour within the complexity and interrelatedness of their communities. 
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Although social constructionism acknowledges that genetic and social factors occur 
simultaneously, Galbin (2014) maintains that social constructionists focus mainly on how 
communal and individual life is influenced by social factors. Galbin (2014) further contends 
that social constructionists tend to pay particular emphasis on aspects such as culture and 
society that are considered to be the shared components of all that is psychological. 
 
According to social constructionists, the categories with which we as human beings perceive 
the world do not necessarily refer to real divisions (Burr, 2003). Social constructionism 
involves challenging common-sense knowledge of ourselves and the world including focusing 
on an individual’s learning that occurs as a consequence of their interactions within their social 
group (Galbin, 2014). Social constructionism is based on the fundamental principle that reality 
is socially constructed (DeLamater & Hyde, 1998). Knowledge is considered as a human 
product that is socially and culturally constructed with individuals creating meaning during the 
course of their relationships with each other and with the environment they reside in (Kim, 
2001). Accordingly, meaning is not found. It is constructed (Kim, 2001). 
 
Social constructionism espouses several fundamental principles: realities are socially 
constructed; realities are constituted through language; knowledge is sustained by social 
processes; knowledge is historically and culturally specific, and knowledge is the centre of 
power relations (Burr, 2015; Galbin, 2014). 
 
3.2.1. Reality as a Consequence of Human Collaboration 
Social constructionism is premised on the notion that when individuals are in conversation with 
one another about a phenomenon in their surroundings, they are constructing reality (Fuller & 
Loogma, 2009). Burr (2015) contends that human constructions are not individual and private, 
but shared meanings that are collaboratively created through people’s ongoing relationship 
with others. Meaning is something people do together (Burr, 2003). The production of meaning 
in society is achieved through the use of established practices sanctioned by culture (Cojocaru, 
2012). 
 
Language is used by people in interaction with one another to create shared understanding of 
the world (Burr, 2003). Eventually, individuals and groups interacting together in a social 
system form concepts or mental representations of each other’s actions. These concepts 
ultimately become habituated into shared roles played by the actors in relation to each other 
(Galbin, 2014). When individuals have a common understand about reality, this can be taken 
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for granted as universal truths (Burr, 2003). For social constructionists, there are no “universal 
foundations, grounds, frameworks, or structures of knowledge” (Bruffee, 1986, p. 777). 
Instead, groups, within communities, reach agreement only temporarily. Language constructs 
such as “concepts, ideas, theories, the world, reality, and facts” are generated communally, and 
used by communities to maintain social cohesion (Bruffee, 1986, p. 777). 
 
In 1966, Berger and Luckman noted that society uses a process of socialization to entrench 
meaning. They maintain that knowledge and people’s understanding (and belief) of what reality 
is become embedded in the institutional fabric of society (Galbin, 2014). Therefore, social 
constructionism maintains that the essence of our consciousness and the manner of relating to 
others is taught by our culture and society (Galbin, 2014). Social constructionists, according to 
Bruffee (1986), assume that “thinking is an internalized version of conversation” (p. 777). In 
other words, having a conversation about the processes involved in thinking is having a 
conversation about another conversation. According to this view, constructs such as “cognitive 
processes, intellectual development, higher order reasoning, idea, and objectivity” are social 
(Bruffee, 1986, p. 777). 
 
Hoffmann (2007) states that all knowledge develops in the interaction between people, in the 
landscape of the shared world, or in shared experience. Only through the ongoing conversation 
with people does the individual develop a sense of identity or an inner voice. Bruffee (1986) 
argues that the construct of individual self is mainly generated and maintained in the 
community. To state that something is socially constructed, according to Galbin (2014), is to 
accentuate its reliance on contingent aspects of individuals’ social selves. Knowledge and the 
authority of knowledge, according to social constructionism, is a symbolic artefact maintaining 
community cohesion (Bruffee, 1986). 
 
In the context of the present study, social constructionism will provide insightful understanding 
of the cultural constructions of illness. Although HIV is a biological condition, Conrad and 
Barker (2010) argue that “the illness experience is socially constructed. [And] people enact 
their illness and endow it with meaning” (p. 71). However, cultural meanings that are attributed 
to illness are unnoticed or taken for granted. These meanings influence how illness is 
experienced, conceptualized, and responded to by others in the immediate social environment. 
Within this social constructionist standpoint, understanding women’s experience of HIV in 
marriage will allow an appreciation of women’s subjective experience of HIV (Conrad & 
Barker, 2010). The reality of this experience with illness is maintained through conversation 




3.2.2. Language as a Form of Action 
Constructionism maintains that reality is essentially constituted in language. Within this 
premise, the notion that language is neutral, transparent, and a means to understanding reality 
is rejected. Instead, language is considered to be central in constructing reality (Terre Blanche, 
Kelly, & Durrheim, 2006). People’s knowledge of the world and their understanding of it, 
according to social constructionism, is derived from their construction between themselves. It 
is through the daily interactions between people in the course of social life that their accounts 
of knowledge become produced (Burr, 2003). Linking with poststructuralist thought, social 
constructionism emphasizes the role played by language in the construction of reality. For 
social constructionists, the nature of individuals’ experiences is determined by how they talk 
about themselves and their world (Raskin, 2002). Therefore, for social constructionists, 
emphasis is on the social interactions in which language is produced, maintained, and discarded 
(Gergen & Gergen, 1991). 
 
The construction of social reality by people, for Berger and Luckman (1966), is based on their 
use of established and shared meanings communicated through language. Knowledge and 
systems are managed to a great degree by normative regulations that are historically and 
culturally situated (Galbin, 2014). Many subcultures in a society construct their experience of 
reality through different ways of speaking (Raskin, 2002). When constructing reality, some of 
these ways becomes privileged over others (Raskin, 2002). What gets regarded as truth and 
what differs historically and cross culturally may be thought of as presently accepted ways of 
understanding the world (Burr, 2003). This suggests that there can be no facts which are true 
in every culture and for all time periods hence all knowledge is always local and specific 
(Cromby & Nightingale, 1999). These accepted truths are products not of objective observation 
of the world, but of the social processes and interactions in which people constantly engage 
with each other (Burr, 2003).  
 
According to constructionist thought, when people converse with each other, the world gets 
constructed (Burr, 2003). McNamee (2008) referred to this conversation as dialogue and 
argued that it is a responsive and situated activity. Expectations about social reality emerge 
from these basic interactions with others and, because people generally interact with a range of 
other people, the possibility always exists that moralities may shift or individuals can hold 
incompatible moralities (McNamee, 2008). The use of language can therefore be thought of as 
a form of action because language has practical consequences for human beings (Burr, 2003). 
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Conversation is the condition for the construction of the social world, knowledge, and identities 
(Talja, Tuominen, & Savolainen, 2004). In other words, social reality is produced and 
organized using language. Always a discursive process, communication takes place between 
two or more social actors sharing the same conversation space which can be physical or virtual 
(Talja et al., 2004).  
 
Conversations between people result in negotiated understandings. These negotiated 
understandings could be multifaceted and provide various possible social constructions of 
social reality (Burr, 2003). Because of these possible multiple constructions, language 
constraints what can be experienced and perceived (Terre Blanche et al., 2006). Discourses that 
are employed to construct the world set the boundaries of social knowledge (Talja et al., 2004). 
Historically formed discourses, according to Hall (1982, as cited in Talja et al., 2004, p. 89) 
“function as repositories of starting points, definitions, and themes that position speakers as 
they give meanings to phenomena”. Discourses are knowledge constructions that provide an 
effective and restricted viewpoint for knowledge production about a subject matter (Talja et 
al., 2004). Specific constructions of the world within specific cultures and locations might 
therefore be bound up with power relations since they could have implications for what is 
permissible and for how others who do not comply may be treated (Burr, 2003). 
 
As a result, social constructionism focuses on the origins of relations of power. These power 
relations were further enhanced by the limited contexts within which people interacted in the 
premodern and modern times (Raskin, 2002). With little alternative intelligibilities to dispute 
the truth of these contexts, their socially constructed aspects remained masked. However, in 
the postmodern psychological world, there is an increasingly complex range of circumstances 
that combine and match realities and identities. This expands available options but makes 
judging one’s contextual knowledge as superior to others a less than straightforward 
undertaking (Raskin, 2002). 
 
The primary site for understanding this power struggle for women who test HIV-positive is the 
private sphere of marriage in the home. The root of marriage is located within society’s broader 
structural organization, where marriage occupies a privileged position (Berger & Kellner, 
1964). It is within this private sphere where individuals seek out power to construct their world. 
Research positioned within social constructionist thought will uncover how gendered power 
struggles within marriage subjugate women by placing them in a vulnerable position that makes 




3.2.3. The Primacy of Social Processes 
Stam (as cited in Raskin, 2002, p. 21) maintains that social constructionists emphasize the 
“primacy of relational, conversational, social practices as the source of individual psychic life”. 
Cromby and Nightingale (1999) further contend that people’s relationships and who they are, 
is primarily the outcomes of the social reproduction and transformation of structures of 
meaning, conventions, morals, and discursive practices. Accordingly, Cromby and Nightingale 
(1999) maintain social processes are the means by which social identity and our experience of 
the world are constructed. Cromby and Nightingale (1999) argue that the fundamental basis of 
people’s experience is the society they reside in. The centrality of language is emphasized since 
language is the dominant carrier of categories, meanings, as well as being the medium that 
provides much of the raw material for people’s activity (Cromby & Nightingale, 1999). 
 
3.2.4. Historical and Cultural Specificity 
Social constructionism, according to Owen (1992, p. 1), “regards individuals as integral with 
cultural, political and historical evolution, in specific times and places, and so resituates 
psychological processes cross-culturally, in social and temporal contexts”. The situatedness of 
individuals was further emphasized by Burr (2003) who maintains that individuals’ ways of 
understanding the world, as well as the categories and concepts they employ, are historically 
and culturally specific. Burr (2003) believes that whether a person understands the world in 
terms of binary oppositions such as men or women (married or unmarried; monogamous or 
polygamous), metropolitan or rural living, is dependent upon time and geographical area within 
which one lives. Within this view, every aspect of understanding of the world is historically 
and culturally relative. Social constructionism assumes that all other aspects of humanity, with 
the exception of inherited and developmental aspects, are constructed, preserved, and destroyed 
in interactions with others through time (Owen, 1992). 
 
All knowledge, including psychological knowledge, is considered local and transitory (Gergen, 
1973; Raskin, 2002). Interactions between people in social life give rise not only to social 
phenomena but also to all that is psychological (Gergen, 1973). This suggests that knowledge 
is negotiated between groups within a given context and time period. What constitutes 
personhood one moment may change the next, depending on changes in social settings and 
currently accepted interpersonal boundaries (Raskin, 2002). The social conditions of people, 
their economic conditions, and the power relations embedded in relationships, give structure 
and content to these interactions (Gergen, 1973). Burr (2003) argues that the contextual 
specificity of this understanding is reliant upon specific social and economic conditions that 
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are customary or dominant in that culture at that time period. Specific forms of knowledge that 
are dominant in any culture at any given time are the product of these conditions (Burr, 2003). 
However, these social conditions are constantly changing (Gergen, 1973). Because of this 
constant flux in these conditions, there is an ongoing change and difference in the manner in 
which people construct themselves and each other (Gergen, 1973). Burr (2003) further 
maintains that not only is people’s understanding specific to particular cultures and periods of 
history, it is also seen as a product of that culture and history. 
 
Although cultures vary greatly from place to place, this variation means that the things people 
know about the world could be understood differently from context to context (Cromby & 
Nightingale, 1999). However, because of social processes such as socialization and 
enculturation among people in the individual’s past and current context, these communal 
relationships play a critical role in shaping mutual existence between people (Owen, 1992). 
Reasons provided by individuals about their understanding and explanations about the social 
world are based on cultural values and systems. It is these cultural values and norms that define 
principles of normality (Owen, 1992). Because of cultural differences, this would explain why 
the method employed in discovering what people know, and people’s conception of what 
constitute proof for substantiating what they know could be different (Cromby & Nightingale, 
1999). Therefore, it is not only language used to describe the world that will vary, the subjective 
experiences produced by that language, the cultures that produce and sustain them will also 
differ (Cromby & Nightingale, 1999). According to Owen (1992) “humans are part of shared 
collective aims, values, and experiences” (p. 4). Social constructionism challenges local ways 
of knowing as more accurate and truthful accounts of reality. Inflexible adherence to such 
views is responsible for the imposition of one form of knowledge upon other communities and 
customs (Gergen, 1973). 
 
The sociopolitical process by which illness gets constructed was reported by Moseby (2017). 
In the study, Moseby (2017) analyzed results that were published from 1981 to 1994 of 
MMWR editorial commentary and epidemiological results. Moseby (2017) described how 
early conceptions of HIV/AIDS as a disease of white gay men and injecting drug users shaped 
broader social conversations and early biomedical observations of HIV. Understanding HIV 
and prevention efforts were influenced by this construction of HIV as a gay white men’s 
disease. Constructing HIV in this manner meant that biomedical and public health 
conversations narrowly focussed on gay sexuality while racial [and gendered] politics of HIV 
remained unexamined. Consequently, black Americans in US society became socially, 
politically, and economically marginalized. Despite black Americans being among a group of 
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gay men who were first diagnosed with HIV, sociopolitical factors influenced how HIV was 
constructed (Moseby, 2017). The study is related to social constructionism as a theory and 
illustrates how illness, such as HIV, can be socially constructed and have adverse outcomes 
along gender and racial lines. 
 
In another study, 169 migrant and refugee women living in Sydney, Australia, and Vancouver, 
Canada participated in individual interviews and focus groups to examine the constructions 
and experiences of sexual and reproductive health (SRH) (Metusela et al., 2017). The findings 
of the study indicated that women, irrespective of their religious and cultural background, had 
limited knowledge about topics such as menopause, HPV vaccination, contraception, and 
cervical screening practices. Because of the manner in which society constructs how illness is 
understood, the migrant and refugee women’s understandings about SRH services were 
restricted by cultural and religious factors. For these women, constructions about sexual and 
reproductive health were reported to be as shameful and inappropriate, especially if discussed 
with or by unmarried women. Participants also reported that, due to cultural and patriarchal 
values, they found it difficult to request their husbands to get tested for STIs, to address sexual 
distress, and to refuse sexual intercourse. The consequence of these patriarchal and 
sociocultural ideals is lack of knowledge and underutilization of SRH services. This affects 
women’s health negatively by limiting access to services that can improve their wellbeing 
(Metusela et al., 2017). 
 
These studies (Metusela et al., 2017; Moseby, 2017) illustrate how illness is socially 
constructed and understood within society. These understandings about illness are communally 
shared and are influenced by cultural and religious factors. Within this shared cultural or 
religious understanding, knowledge about disease can be constructed along moral lines and this 
can lead to shame, victimization, disempowerment, and marginalization. Sontag (1978) 
maintains that the dissemination of ideas and understandings about illness within society is 
done through metaphors. These metaphors represent shared communal stereotypes embedded 
in sociocultural ideals that determine the reality of how illness is to be understood within a 
specific social context. 
 
Since knowledge is deemed local and temporary, the experiences of participants who tested 
HIV-positive in marriage and the findings derived from their stories are representative of the 
local context within which they are constructed. In other words, participants’ experiences and 
understanding of their HIV infection will be influenced by the social and cultural context in 
which they reside. Because of this local specificity, participants’ constructions of their illness 
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with HIV will not be universally applicable. Instead, they are open to challenge and different 
interpretations (Creswell, 2009). 
 
3.2.5. Social Constructionist Critique 
A critique of social constructionism has largely been about its perceived conceptualization of 
realism and relativism (Andrews, 2012). These positions, of realism and relativism, represent 
two opposing perspectives. A realist perspective assumes that, in research, what is reported is 
a true reflection of a knowable and objective reality. Conversely, relativism rejects the notion 
of objectivity by embracing that there are multiple realities. Within these multiple realities 
about social phenomena, none can claim primacy over truth because there can never be definite 
knowledge about anything (Andrews, 2012). Therefore, because all constructions are valid and 
permissible, then the value of social constructionism in research is questionable (Andrews, 
2012). 
 
Similarly, social constructionism has been criticized for its over reliance on the role of language 
and discursive practices in the construction of reality (Talja et al., 2004). Because of this 
emphasis on language, Talja et al. (2004) argue that the “assumption is that real world problems 
are to a large extent defined, produced and solved in institutionalized discourses” (p. 84). A 
criticism for placing such emphasis on language is that there can be a neglect of the role of 
nonlinguistic and nonsocial entities (personal-social histories on social situations and 
constraints inherent in the material world) that are also important elements of human life 
(Cromby & Nightingale, 1999). Within this perspective, social realities are also viewed as 
constituted through embodied interactions with the world and not only through discourses 
(Talja et al., 2004). 
 
Despite the criticisms, the contribution of social constructionist accounts has been on the 
deconstruction of categories and classifications. The promotion and recognition of multiple 
realities and the specificity of experiences and subjectivity are considered some of social 
constructionism’s noteworthy contributions. Social constructionism brings into awareness 
human diversity and differences. Burr (1998) argues that acknowledging that people’s values 
are culturally and historically specific does not suspend one’s ability to critically examine 
values and to make an informed judgment about the appropriateness of values based upon our 





In a study of marriage and HIV, intersectionality will highlight the role inequality plays and 
how membership in multiple categories positions individuals within relationships affecting 
their perceptions, experiences, and decisions (Cole, 2009). Intersectionality will provide a 
framework for seeing individuals as embedded in cultural and historical contexts (linking with 
feminist thought) and how social constructions embedded in these contexts affect women’s 
beliefs about their everyday realities (Cole, 2009). The application of intersectionality enables 
social constructs such as race and gender to be perceived as structural categories and social 
processes rather than primarily as characteristics of individuals. This view is consistent with 
social constructionism. Galbin (2014) states that “social constructionism does not deny the 
influence of genetic inheritance, but decides to concentrate on investigating the social 
influences on communal and individual life” (p. 82). In other words, social constructionism 
tends to focus mainly on how communal and individual life is influenced by social factors 
(Galbin, 2014). 
 
3.3.1. Historical Developments of Intersectionality 
The development of the term ‘intersectionality’ is credited to Kimberlé Crenshaw when she 
discussed the subject of black women’s employment in the US (Bowleg, 2012; Cole, 2009; 
Rice, Harrison, & Friedman, 2019; Yuval-Davis, 2006). British Black feminists are considered 
proponents of intersectionality during a historical period when the notion of triple oppression 
was prevalent (Yuval-Davis, 2006). Feminism was born out of attempts to express women’s 
oppression and to explain its causes and consequences. In understanding aspects that causes 
women’s subjugation, feminism intended to develop strategies for the emancipation of women. 
Put differently, the main idea of feminism was to understand power differentials between men 
and women, and how these power differentials change over time to create and to sustain the 
oppression of women. Intersectionality developed as a call against approaches using single axis 
methods to discrimination (Rice et al., 2019). 
 
As a result of the contradictory dynamics that shape the lived experience of those in the social 
locations of marginalization and domination, there was a growing call for a new approach to 
address inconsistencies in analyzing women’s subordination (McCall, 2005). McCall (2005) 
argues that it was a result of failure of to “account for lived experience at neglected points of 
intersection” that stimulated interest in intersectionality (p. 1780). Cole (2009) reports that in 
1977, a group of Black feminists called The Combahee River Collective, wrote a manifesto 
that has been cited as one of the earliest expressions of intersectionality. According to Cole 
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(2009), this group of women reported that they found it difficult to separate race from class 
from sex oppression because in their own lives they most often experienced them 
simultaneously. 
 
The significance of examining intersectionality was recognized against the backdrop of black 
women’s experiences of multiple forms of discrimination (Yuval-Davis, 2006). The central 
principle of triple oppression was that Black women suffered from three different oppressions. 
Black women suffered oppression because of race (being black), gender (by virtue of being 
women), and social class (being members of the working class) (Bredström, 2006; Yuval-
Davis, 2006). In other words, the introduction of intersectionality aimed to draw attention to 
analyses of these intersections that was often excluded in feminist and antiracist discourses 
(McGibbon & McPherson, 2011). Excluding analyses of these intersections inadvertently 
excluded Black women’s experiences in these discourses (McGibbon & McPherson, 2011). 
According to Yuval-Davis (2006), the exclusion of an enquiry of these intersections became 
central in mobilizing Black women and other marginalized groupings to require an 
intersectional analysis. 
 
3.3.2. Conceptualizing Intersectional Analysis 
Intersectionality is conceptualized as “a system of interactions between inequality-creating 
social structures (i.e., of power relations), symbolic representations and identity constructions 
that are context-specific, topic-orientated and inextricably linked to social praxis” (Winker & 
Degele, 2011, p. 54). Intersectionality analyzes how marginalized groups are disempowered 
within these social structures as a consequence of interactions between two or more forms of 
subordination. Intersectionality also addresses the role that multiple social systems of power 
relations play in producing inequality that construct the relative position of women, races, 
classes, and ethnicities (Yuval-Davis, 2006). Intersectionality can be viewed as an analytic 
approach that considers the meaning and consequences of multiple categories of social group 
membership (Bowleg, 2012; Cole, 2009). 
 
In the current study of monogamous women’s experience of HIV infection in marriage, 
intersectionality will bring into awareness how social categories such as women, marriage, and 
HIV are not inseparable from other social categories like gender, race, and patriarchy 
(Bredström, 2006). Rather than examining the social categories as separate systems of 
oppression, intersectionality aims to explore how these systems mutually construct each other 
(Bowleg, 2012; Bredström, 2006; Shields, 2008). Galbin (2014) states that researchers who 
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espouse notions of intersectionality focus on how social categories depend on each other for 
meaning, arguing that lack of this focus will render knowledge of any one category incomplete 
and biased. 
 
3.3.3. Basic Tenets of Intersectionality 
Bowleg (2012) states three fundamental tenets of intersectionality. 1) The primary assertion of 
an intersectional framework is that social identities are multiple, intersecting, and mutually 
constitutive. The view that these identities are independent and linear is thus rejected. 
Therefore, social identities such as race and gender are mutually constitutive and understanding 
a person’s identity, such as gender, will not be adequately explained without acknowledging 
intersections with other identities. 2) Intersectionality’s main focus is on groups that have been 
historically marginalized and oppressed by examining their health outcomes within the context 
in which they live. However, Bowleg (2012) argues that despite intersectionality’s central 
focus on oppressed and marginalized groups, this does not “presume that all interlocking 
identities are equally disadvantaged” (p. 1269). 3) The unequal health outcomes experienced 
by these marginalized populations are a consequence of intersections, at micro level, of 
multiple social identities and macro level structural factors such as poverty, racism, and sexism. 
The latter precept of intersectionality aims to understand how the sociostructural factors 
influence health outcomes beyond the level of experience of the individual. 
 
3.3.4. Social Categories and Identity 
Categories such as gender and social class, according to Shields (2008), form social identities 
which serve as organizing features of social relations. Individuals construct their identities by 
differentiating themselves from others whilst simultaneously creating a sense of belonging 
(Winker & Degele, 2011). These social identities must be perceived as multiple and 
intersecting rather than independent and linear (Bowleg, 2012). Social identities “mutually 
constitute, reinforce, and naturalize” one another (Shields, 2008, p. 302). Referring to social 
categories as mutually constitutive means that one category of identity, such as gender, derives 
its meaning as a category in relation to another category (Shields, 2008). Not only are these 
social categories mutually constitutive, but they are also reinforcing one another. The 
construction and preservation of identity categories is a dynamic process in which individuals 
are actively engaged. In other words, individuals do not passively receive identity positions 
instead they actively engage in each aspect of identity as it relates to other identities. 
Consequently, identities become naturalized which means that one category becomes self-




Intersectionality has been applied meaningfully in studies that examine how women’s 
experiences of HIV intersect with other categories to produce unequal health outcomes. 
Examining the perceptions and experiences of HIV-related stigma among midlife and older 
Black women, Sangaramoorthy, Jamison, and Dye (2017) described how within this group of 
women, gender, and race were inextricably linked to HIV stigma. For these women, the 
manifestation of HIV-related stigma was mainly in the form of prevailing community 
stereotypes about the spread of HIV among marginalized groups. These stereotypes related 
HIV infection among Black women to be due to drug use and sex work (Sangaramoorthy et 
al., 2017). 
 
Bowleg (2012) argues that recognizing the existence these different social identities (gender, 
race, and gender) and their intersecting nature marks the first step in comprehending 
complexity of social phenomenon such as health disparities confronting historically 
marginalized groups. Bowleg referred to these different social identities as micro level factors. 
McCall (2005) notes that analysis at this micro level is anticategorical as it relates to 
deconstructing social identities by focusing on the method of constructing concepts, terms, and 
categories. At a macro level, factors such as racism, heterosexism, sexism, and classism 
constitute systems of privilege and oppression (Bowleg, 2012). Therefore, inequality is a 
consequence of an intersection of micro and macro social-structural level factors to maintain 
social and health disparities (Bowleg, 2012). At this macro level, or what McCall (2005) termed 
“intercategorical level of intersectionality”, focus is towards different categories (at both micro 
and macro level) and their relationship. The intercategorical approach states that among the 
already constituted groups, there exist relationships of inequality. Explicating those 
relationships is the central focus of this latter approach (McCall, 2005). 
 
The use of intersectionality within the social sciences has been to study experiences at micro 
level and macro level with interactions between groups, their structural locality, and their 
representations (Rice et al., 2019). At the intercategorical level of intersectionality, the 
outcomes of HIV-related stigma have been reported to be worsened by racism and sexism. 
Consequently, inequalities in HIV prevention and treatment may continue to reflect disparities 
that are based on race and gender. In a study examining perceptions of intersectional stigma 
among women living with HIV, participants (63% Black, 83% heterosexual) reported 
experiencing stigma related to their gender, race, and socioeconomic status alongside HIV-
related stigma. Other stigma related categories included weight, mental health, sexual 
orientation, disability, substance use, and incarceration history. Women experienced 
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marginalization at multiple levels of influence. These levels included their communities, 
interpersonal interactions, and within systems (such as healthcare) (Rice et al., 2019). 
 
According to Yuval-Davis (2006), social categories are expressed in specific traditions and 
groupings including the family. They entail specific power and affective relationships between 
real people. These people could be acting formally or informally in their roles as representatives 
of specific social institutions and organizations. Social categories could also exist in the manner 
in which people subjectively experience their everyday lives in terms of inclusion and 
exclusion, discrimination and disadvantage, specific aspirations and specific identities (Yuval-
Davis, 2006). An identity embodies social stratification. Although this identity may be 
experienced as an aspect of the self, it also mirrors power relations processes between groups 
that comprise that identity category (Bowleg, 2012). 
 
3.3.5. Power and Locality of Social Categories 
Social categories such as race, gender, social class, and sexuality do not only describe groups 
that could be different or similar; instead, they capture historical, and continuing political and 
material relations, as well as social inequality and stigma (Cole, 2009). McGibbon and 
McPherson (2011) maintain that identities intersect to exacerbate oppression. Accordingly, 
they argue that all social categories represent the social location of individuals. Being socially 
located in respect of age, culture, (dis)ability, ethnicity, gender, immigrant status, race, sexual 
orientation, social class, and spirituality imbues privileges that determine an individual’s ability 
to access social and material requirements of life (McGibbon & McPherson, 2011; Rahman, 
2009). Membership in multiple categories position individuals and groups in an unbalanced 
relation to one another, influencing their perceptions, experiences, and outcomes (Cole, 2009). 
When individuals experience social oppression, which can be a result of interplay between 
sexism, racism, heterosexism, and ageism, a complex fusion of material and social 
disadvantage can follow (McGibbon & McPherson, 2011). 
 
3.3.6. Forms of Intersectionality 
Crenshaw (1993) differentiates between structural and political intersectionality, and these are 
discussed in the following sections. 
 
3.3.6.1. Structural Intersectionality 
Structural intersectionality refers to an examination of the political, economic, social, and 
cultural systems as determinants of health outcomes. These systems are called structural 
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because “they are part of the political, economic, and social structure of society and of the 
culture that informs them” (Navarro, 2007, p. 1). Structural intersectionality relates to the 
location of Black women at the intersection of race and gender, and how their actual experience 
of domestic violence, rape, and remedial reform is qualitatively diverse from that of white 
women (Crenshaw, 1993). In a field study of battered women in Los Angeles, Crenshaw (1993) 
observed the dynamics of structural intersectionality. Crenshaw (1993) observed that in many 
instances battered women who needed assistance at a shelter were unemployed or 
underemployed, and they were poor. Women’s circumstances highlighted multifaceted and 
normalized forms of subordination that often intersected to hinder the ability to develop 
alternatives to the abusive relationship. 
 
In general, marginalized women are situated differently economically, socially, and politically. 
As a consequence, gender and class oppression are an expression of these structural 
impediments exacerbated by the extent to which unemployment manifests among people of 
colour (Crenshaw, 1993). Women are further marginalized and deprived of their needs by this 
lack of employment. Cultural factors also prevent women from reporting or leaving an abusive 
relationship (Crenshaw, 1993). According to Winker and Degele (2011), these different 
categories can be identified at the sociostructural level. And these power relations and their 
interrelatedness can be historically observed and examined (Winker & Degele, 2011). 
Historical changes underlie the relationship between these power relations and there can be 
transference of meaning between the categories. In social contexts, individuals differentiate 
themselves through social action and speech whereby they construct their identities, and 
through this they may also preserve or challenge social structures (Winker & Degele, 2011). 
 
3.3.6.2. Political Intersectionality 
Political intersectionality relates to the manner in which antiracist politics have functioned in 
tandem to marginalize the subject of violence against subordinated women (Crenshaw, 1993). 
Political intersectionality challenges the binaries of race and gender by adopting a multifaceted 
approach to identity. Destabilizing these binaries allows for analysis of cultural locations that 
links both race and gender (Nash, 2008). 
 
Intersectionality seeks to “demonstrate the racial variation(s) within gender and the gendered 
variation(s) within race through its attention to subjects whose identities contest race-or-gender 
categorizations” (Nash, 2008, p. 2). Within this perspective, Crenshaw (1991) (as cited in Nash, 
2008, p. 3) states that intersectionality calls for acknowledgement of the legacy of exclusions 
of multiply marginalized individuals. Crenshaw (1993) states that the marginalization of 
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women of colour develops in the context of two other marginalized groups, black men and 
white women. Because Black women might experience racial and gendered marginalization 
differently from subordinated black men and white women, attempts to adopt an analysis that 
focuses on one social category constitutes a denial of the other category. Hence, such analysis 
that fails to interrogate an intersectionality of these social categories is likely to be inadequate 
(Crenshaw, 1993). Focus must be on the experiences of the marginalized whose voices have 
been ignored. Such a focus will allow for the unique epistemological position of those 
previously marginalized to be brought to the foreground to construct a vision of parity (Nash, 
2008). Intersectionality’s focus on the common interests of specific groups of people helps to 
reveal that categories can be inclusive and politically useful (Rice et al., 2019). 
 
3.3.7. Normalization of Categories 
Cohen (as cited in Yuval-Davis, 2006, p.199) maintains that different social divisions (such as 
class, race, and ethnicity) tend to have specific common boundaries. They tend to be 
‘naturalized’, to be seen as resulting from biological factors associated with differential genetic 
pools of intelligence and personal characteristics. Naturalization functions similarly in relation 
to other social categories such as gender and sexuality, ability, and age (Cohen, 1988). 
However, McCall (2005) contends that categories have no foundation in reality. Instead, 
categorical reality is constructed through language (McCall, 2005). Within different cultural 
customs, naturalizing narratives can be different, and certain naturalized categories can be 
accentuated more than others (Cohen, 1988). McCall (2005) maintains that it is not possible to 
completely circumvent the normalizing confines of language. 
 
According to Yuval-Davis (2006), the discourses of naturalization function primarily to 
standardize or normalize social categories by treating all who belong to a specific social 
category as a homogenous group. Shields (2008) suggests that gender categories, for instance, 
are constantly and universally understood and employed similarly. Yuval-Davis (2006) 
maintains that these classifications of people by their attributes are then used for the 
construction of inclusionary or exclusionary boundaries that determine access to resources and 
what is acceptable or unacceptable, and normal or abnormal. Within this context, there is the 
interlinking of and development of different hierarchies based on social categories that are 
historically specific and determine access to a variety of resources (economic, political, and 
cultural). These social categories construct specific positionings of people within specific 





The family is regarded as one of the primary institutions responsible for the naturalization 
process. According to Collins (1998), families play a central role in socializing its members 
into socially defined roles that simultaneously reinforce and lay the foundation for various 
social hierarchies. Collins (1998) asserts that it is in their family of origin where individuals 
typically learn their assigned place in hierarchies of race, gender, ethnicity, sexuality, and social 
class. Collins (1998) also maintains that it is within the family where individuals learn to 
perceive such hierarchies as natural social arrangements rather than viewing them as socially 
constructed. 
 
The family remains a site of power relations because of its functions. The power of the family 
lies in its dual constitutive role as an ideological construction and as a fundamental principle 
of social organization (Collins, 1998). The naturalization of social hierarchies including 
gender, race, and social class becomes readily assimilated because of its association with 
seemingly natural processes of the family. As is often the case with most hierarchical 
circumstances, there might be an actual or implicit need to use of force, sanctions, and violence 
to maintain uneven power relations (Collins, 1998). 
 
3.3.8. Critique of Intersectionality 
One of the criticisms that have been levelled at intersectionality is a lack of a well-defined 
methodology (McCall, 2005; Rice et al., 2019). This criticism rests on the premise that 
intersectionality fails to provide a distinct method for examining difference and power as well 
as providing an evaluation for conducting multicategory and multilevel research (McCall, 
2005). Instead, intersectionality is conceived as mainly providing different intellectual ideas 
pointing to diverse methodologies for conducting intersectional research (Rice et al., 2019). In 
other words, intersectionality is considered to be primarily focused on theorizing about the 
complexity of social categories instead of understanding or changing oppression (Rice et al., 
2019). This view is also shared by Bilge (2013) who maintains that researchers undertaking 
intersectionality studies prefer to engage only in academic theoretical debates, which detracts 
from intersectionality’s potential as an instrument for social justice. 
 
Cho (2013) discussed criticisms levelled at intersectionality for being exclusionary and lacking 
universality. According to Cho (2013), another critique of intersectionality is premised on the 
argument that its emphasis on race and gender limits the understanding of oppression by 
excluding sexuality and other identities. This focus on and emphasis on gender and race 
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allowed critics to claim that intersectionality has created categorical hegemony which 
marginalized other categories. Similarly, placing the marginalization of women at the centre of 
intersectional discourse resulted in intersectionality being criticized for being divisive, lacking 
universality, and being unable to promote cooperation with those advocating for politics of 
broad coalitions and commonality (Cho, 2013). Cho (2013) argued that the foundation for 
critiquing intersectionality has generally been on the basis of a misreading or misconception of 
intersectionality literature as well as a rejection by race-sexuality scholars of the binaries of 
race (Black-White) (Cho, 2013). Despite these criticisms, intersectionality’s significant 
contribution has been to challenge the singularity, separateness, and wholeness of a wide range 
of social categories (McCall, 2005). 
 
3.4. Chapter Summary 
This Chapter discussed theoretical frameworks that will guide the study. The two theoretical 
frameworks guiding the study were discussed. These were social constructionism and 
intersectionality. Following from the discussion, each section concluded with a critique of these 
theoretical frameworks. The frameworks were related to the research topic and how these 
frameworks were applied in the study was also discussed. Social constructionism in this 
Chapter was discussed as a theoretical framework of explaining HIV and how infection with 
HIV is understood within marriage. Chapter 4 presents a discussion of the methods of the study. 
As suggested by Guba and Lincoln (1994), questions of paradigm need to be addressed and 
made explicit prior to addressing questions about method. Social constructionism is discussed 
in Chapter 4 as a research paradigm that positions the researcher as an integral part of the 




Chapter 4. Plan of Inquiry 
 
4.1. Introduction 
This chapter explains the research approach, epistemology, and how these link to both the RQs 
and how the research choices were made. This discussion is followed by an examination of the 
research process, with focus on recruitment, procedure, and ethical considerations. A section 
that follows will examine the interviewing method that was used for data collection. The data-
analysis procedure is then discussed before concluding with a discussion of quality to meet 
acceptable qualitative research standards of dependability and authenticity. 
 
4.2. Research Approach and Epistemology 
Two RQs guided the current study: 1) how do women make sense of the discovery of testing 
HIV-positive during marriage and, 2) how do women experience their marital relationship 
following an HIV-positive test result? To answer the study’s RQs, a descriptive qualitative 
research design was used. The reason for selecting qualitative inquiry was guided by the RQs. 
Qualitative research is concerned with the quality of data whereby the objective is to gain a 
better understanding of the underlying reasons and motivations for people’s actions and to 
ascertain how individuals interpret their experiences and the world around them (MacDonald 
& Headlam, 2009). Kelly (2006) emphasized that the primary principle of qualitative 
methodology is that human experience cannot be understood without first comprehending 
those features (social, linguistic, and historical) that give it meaning. 
 
Thus, a fundamental premise of qualitative research is to work with data in context (Kelly, 
2006). This implies that qualitative researchers seek to make sense of the phenomena they 
study (feelings, experiences, and social situations) and as experienced by people themselves 
(Astalin, 2013; Kelly, 2006). Qualitative research emphasizes the dynamic, holistic, and 
individual aspects of the human experience, and it attempts to capture those experiences in 
their entirety, within the context of the people who experience them (Streubert & Carpenter, 
1999; Vaismoradi et al., 2013). This involves direct exploration, analysis, and description of 
the particular phenomenon, and this is conducted in a way that is free as possible from 
unexplained presuppositions, aiming at maximum intuitive presentation (Streubert & 





When researchers seek to directly explore particular phenomena without any presuppositions, 
this implies that, at the time of data collection, the data must not be coded, summarized or 
categorized (Willig, 2008), therefore allowing the gathering of in-depth data (Lester, 1999). In 
other words, rather than starting with a theory, researchers generate or inductively develop a 
theory or pattern of meaning from the data (Creswell, 2009). Munhall (2001) argues that the 
depth of the description provides a unique appreciation of the reality of the experience. The 
goal of research, then, is to rely as much as possible on the participants' views of the situation 
(Creswell, 2009). Guba and Lincoln (1994) referred to these views as emic (insider) and argued 
that these views guide the researcher in unearthing valuable insights about the individuals being 
studied. Consequently, the etic (outsider) theory may have little or no meaning within the 
insider view of those being studied (Guba & Lincoln, 1994). Attaining this intimate insight 
about research participants is only possible when meanings and purposes attributed to human 
activities are studied (Guba & Lincoln, 1994). Using a qualitative method is consistent with 
the study’s research aim, which is to explore women’s experiences and meaning-making. 
 
Every time people express ideas about reality (including their experiences), they are speaking 
from a particular perspective (Jha, 2012). The social world, including the natural world, is 
constructed, or derives meaning through human conversation and cultural processes. As a 
result, there is no discovery of phenomena which then gets described. Constructions are 
legitimated and disseminated through the practice of established communities (Jha, 2012). In 
communities, the dissemination of knowledge is primarily achieved through the use of 
language. This knowledge and systems are “governed by normative rules that are historically 
and culturally situated” (Galbin, 2014, p. 84). Human experience is thought to be primarily 
constituted in language (Galbin, 2014). Vinney (2019) suggests that language adheres to 
specific rules and that people’s understandings of the world is shaped by these rules of 
language. As a result, language is not neutral (Vinney, 2019). 
 
When the primary concerns for researchers are to explicate “the processes by which people 
come to describe, explain, or otherwise account for the world (including themselves) in which 
they live”, they are adopting a social constructionist inquiry (Gergen, 1985, p. 266). According 
to Hruby (2001), there are three models or waves that can help understand social 
constructionism. These three models of social constructionism can be subdivided historically 
and paradigmatically, namely, a sociological social constructionist wave, a poststructural social 
constructionist wave, and the new realism. The first or sociological social constructionist wave 




Berger and Luckmann’s (1966) seminal work on the social construction of reality is credited 
with this first wave (Hruby, 2001). The essence of social constructionism is the assertion that 
the content of human consciousness, and the manner in which people relate to one another, is 
a product of culture and society (Galbin, 2014). These cultural factors were thought to be 
accountable for determining knowledge and behaviour of individuals. As a result, researchers 
seek to understand the role that these cultural factors play in constructing knowledge and the 
kind of knowledge that is being produced (Hruby, 2001). Berger and Luckmann (as cited in 
Galbin, 2014, p. 84), people social construct reality by using language to communicate and 
share agreed upon meaning. Therefore, ideas about the world are social invention (Galbin, 
2014). Berger and Luckmann (1966) advocated for shifting attention from ideas to the 
“common sense knowledge of reality as it is understood by the general public–reality sui 
generis” (Hruby, 2001, p. 52). 
 
Berger and Luckmann (1966) argued that individuals’ subjective meanings constitute society. 
Because of this, subjective meanings become society’s objective facticity. It is on this basis 
that a researcher seeks to understand how reality is constructed (Hruby, 2001). During research, 
adopting a social constructionist approach to analysis can help the researcher gain an 
understanding of this reality. A social constructionist approach to analysis suggests that the 
researcher can assume a distant and critical form of interpretation (Kelly, 2006). The concept 
of distanciation (distant and critical interpretation) is credited to Ricoeur (Kelly, 2006). 
According to this premise, distanciation involves the researcher’s attempts to understand the 
context of emic views from outside that context. The contention is that, while meaning about 
a situation can be understood from within a context, this can be limiting because new insights 
can also be realized by viewing and interpreting experience from a distance (Kelly, 2006). 
 
Distanciation plays a crucial role by helping the researcher to comprehend meaning. Through 
distanciation and interpretation, the researcher is able to say more about experience than it 
would have been possible if it was done only from within the participant’s context (Kelly, 
2006). According to Guba and Lincoln (1994) research findings are “created through 
interaction with participants rather than being discovered” (p. 107). Taking into account insider 
(participants’) views and appreciating the value of outsider (researcher) views, as well as the 
active participation of the researcher in inquiry, allows for the cocreation of knowledge. My 
positionality is within this social constructionist epistemology because I view my role not as 
passive but as actively involved in the research process. My participation shaped the knowledge 
that is created. Being situated within this constructionist stance suggests that my interest is both 
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on understanding participants’ voices, as well as interpreting these voices by drawing on social 
constructionism in order to make sense of participants’ situated experience (Kelly, 2006). 
 
Because participants in the study are using language to articulate their experiences of being 
HIV-positive in marriage and construct their meaning, during analysis I described how such 
understandings and experiences originate from larger discourses or systems of meaning that 
exist not at an individual but at a social level (Terre Blanche et al., 2006). In this regard, the 
two RQs will help facilitate inquiry into the social and cultural foundations of the meaning-
making of being HIV-positive in marriage (Gergen, 1985). To uncover the meanings that 
individuals attach to their experiences, or to perceive the social world through the experiences 
of the participants, I interacted with participants in a reasonably unimpeded manner (Avis, 
2005). To achieve this, I used research methods such as semistructured interviews that allow 
open, often unstructured, interactions with the participants. Using reflexivity, according to 
Willig (2008), promote awareness of my contribution to the construction of meanings 
throughout the research process. 
 
4.3. Research Process 
This section addresses the recruitment and selection criteria, the recruitment process, and 
ethical considerations undertaken to safeguard participants. Lastly, the section discusses the 
demographic profiles of the participants before a discussion of data analysis. 
 
4.3.1. Recruitment 
Participants were selected using purposive criterion-sampling whereby I purposely searched 
for cases that met the following criteria (Patton, 2002): 
• 18 years and above 
• Legally married as defined by South African law governing Civil and Customary 
marriages 
• Have a confirmed HIV positive test result from an accredited health establishment or 
practitioner 
• Communicated a monogamous status during marriage 
• Must have had an HIV-negative test result prior to getting married or being involved in 
the current relationship. 
 
Purposive sampling is useful when a researcher wants an understanding of selected individuals 
or groups’ experiences. In making this purposeful selection, the researcher is seeking to select 
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cases rich in information that can provide the greatest insight into the RQ (Devers & Frankel, 
2000). Because of the stigma and discrimination associated with HIV and because sexual 
health, illness, and marriage remain private and sensitive topics, purposive sampling was an 
appropriate method to use in the current study. This method ensured that I was able to search 
for women who tested HIV-positive during marriage. 
 
I recruited three participants. While the question relating to sample size in qualitative research 
remains one of the most persisting questions in determining scientifically validated sampling 
frameworks (Trotter II, 2012), Procter, Allan, and Lacey (2010) argue that there is no 
prerequisite in terms of the precise sample size in qualitative research because the number of 
participants will be guided by the depth of analysis. Although Procter et al. (2010) state that 
the number of participants in qualitative studies is not a precondition for rigour, other questions 
continue about how data saturation will be achieved in analysis (or thematic analysis used in 
the current study). 
 
Saturation, according to Glaser and Strauss (1967, as cited in Sebele-Mpofu, 2020) is defined 
as a boundary upon which a researcher determines when sampling should stop because no new 
data can be unearthed to develop properties of a category. Accordingly, saturation is achieved 
when a researcher notices repeated recurrence of data and draws the conclusion that no new 
insights can be derived and thus data is saturated (Glaser & Strauss, 1967). Different types of 
saturation have been identified, namely, code saturation and meaning saturation (Hennink, 
Kaiser, & Marconi, 2017). Code saturation refers to the extent to which codes are prevalent in 
the data, resulting in no new codes developing. Meaning saturation is the degree to which data 
are comprehensively understood and no further dimensions or insights can be obtained from 
the data (Hennink et al., 2017). These types of saturation, embedded in grounded theory 
presuppositions, were not used because of the theoretical focus of social constructionism and 
intersectionality that guided the analysis in the present study. 
 
Although data saturation is a useful theoretical concept within qualitative research, the concept 
is not atheoretical, or universally applicable, or meaningful for all types of thematic analysis 
research (Braun & Clarke, 2019). Braun and Clarke (2019) argue that code and meaning 
saturation as defined by Hennink et al. (2017) implies that meaning is waiting to be discovered 
in the data. A social constructionist approach to data analysis used in the current study positions 
the researcher as an active participant in the meaning-making process. As a consequence, 




Data saturation, according to Braun and Clarke (2019), is not the only valid measure for 
justifying sample size and providing credible findings. Other factors that are valuable in 
providing trustworthy findings include participants’ characteristics (who they are) and relevant 
knowledge they possess that will assist in answering the research question(s) (Sebele-Mpofu, 
2020). In the present study, these participant characteristics that were considered important in 
providing trustworthy accounts and answering research questions were being monogamous, 
married, HIV-positive, and having tested HIV-positive in marriage. Possessing these qualities 
ensured that participants that were knowledgeable about the topic under discussion participated 
in the study. It also ascertained that, because of their relevant experience, these participants 
were able to provide credible accounts of discovering and living with HIV in marriage 
following an HIV-positive test result. Thus, this study was seeking relevant knowledge that 
was going to answer research questions. 
 
Apart from sample size, saturation, and participant characteristics, another factor that is 
important in providing credible results is the relevance of themes. According to Braun and 
Clarke (2012), themes must be able to convey a logical, convincing, and meaningful story about 
the research questions. When themes are meaningful, they will provide insight about the 
phenomena under study in relation to the sample used. The researcher can also achieve depth 
of analysis that makes the findings credible. Therefore, saturation was not used but depth of 
analysis and a close reading of the data. For this depth of analysis to occur, Kvale (1996, p. 93) 
states that emphasis should involve changing focus from quantity to meaning by asking “How 
do I go about finding the meaning of the many interesting and complex stories my interviewees 
told me?” To address the limitations of working with a small sample and to ensure that data 
that is meaningful is presented, analysis will focus on the “what” and “why” of the research 
study. Kvale (1996) maintains that when analyzing transcripts, what participants are not saying 
is as important as what they said. 
 
Achieving the what of research entails analyzing the subject matter of the interviews and the 
context or the level of interpretation (Kvale, 1996). The subject matter of the study (women 
who are HIV-positive) will provide a mode of analysis that focuses on women’s statements 
and what these statements inform the researcher about their experiences. The perspective from 
the participants as representatives entails a “symptomatic reading of what the statement say 
about the person interviewed” (Kvale, 1996, p. 93). The context or level of interpretation can 
be undertaken at three different levels of interpretation. At the first level of interpretation, focus 
is on the “interviewees own understanding of what he [she] is saying” (Kvale, 1996, p. 93). 
The second level of interpretation is at the interviewee’s “more general, commonsense 
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conception of the meaning of what he [she] is saying”. Third, interpretation can be at a 
“theoretical level of interpretation of what he [she] is saying” (Kvale, 1996, p. 93). Analysis of 
the why of the investigation will be guided by the rationale of the current study and the two 
RQs (Kvale, 1996). 
 
4.3.2. Recruitment: Procedure 
I contacted healthcare professionals (medical practitioners, nurses, social workers, 
psychologists), and other stakeholders (nongovernmental organizations [NGO] and faith-based 
organizations) working with women who are HIV-positive. I contacted some of these 
professionals through email, by telephone, and met some of them. Research information sheets 
(Appendix E) were delivered by hand at the different general practitioner private surgeries 
where they were handed over to receptionists with brief explanations about the research and 
instructions for the letters to be handed over to medical practitioners. These professionals were 
employed at both private and public health facilities as well as NGOs. I handed information 
sheets that explained the purpose of the study, research criteria, and referral procedure. I also 
asked family and friends to provide contact details of wellness centres or health professionals 
at their places of work. I emailed these professionals information sheets and the confidentiality 
forms. 
 
Recruitment took place in private and public clinics, hospitals, and medical centres in urban 
areas of two provinces in SA. A total of six public hospitals, five private hospitals, 12 medical 
centres, and 83 health professionals (psychologists, medical practitioners, nurses, and social 
workers) were contacted as potential referees for participants. I started recruitment in the 
province in which I resided, and then searched outside of this province when I only recruited 
two participants. I was then able to recruit a third participant from another province. 
 
4.3.3. Ethical Considerations 
To comply with acceptable ethical principles of conducting research with human participants, 
recruitment of participants was undertaken after approval was received from the University of 
Johannesburg’s Faculty of Humanities Research Ethics Committee and Humanities Higher 
Degrees Committee (Ethics Approval # 02-028-2016) (Appendix A) and from the Ekurhuleni 
Health District Research Committee (Research Project # 09/06/2017-4) (Appendix B). 
Participation in the study was voluntary. Participants had the right to withdraw from the study 
at any time if they so desired, without having to provide any reasons. In view of ethical 
considerations regarding participants’ anonymity and confidentiality, all information that could 
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potentially disclose participants’ identities were changed. This means I used pseudonyms, and 
deleted names of locations (Wahyuni, 2012). It was explained to participants that transcribed 
material will be discussed with my research supervisor and that concerns they might have 
regarding any unprofessional and unethical behaviour could be reported and the contact 
numbers to that effect were offered (Appendix C). All transcribed interview notes and 
recordings were stored in a password-secured personal laptop. Printed hardcopies of the 
interview transcripts were filed in a lever arch file and stored in a locked cabinet.  
 
On the day of the interviews, participants were briefed about participation being voluntary and 
that they have a right to withdraw from the study at any time without providing any reasons 
and that there will be no penalties or negative impact on them for choosing to withdraw. 
Although no risks were expected, my experience as a clinical psychologist ensured that I 
anticipated that some questions may bring emotional discomfort. This anticipated discomfort 
was discussed with participants before each interview and an explanation in IsiZulu was given 
that should they find some of the questions upsetting or distressing, they will be allowed to 
stop. At this point, they were informed that they can decide to either take a break until they 
were ready to proceed, or whether they wished to discontinue indefinitely and be referred for 
psychological counselling. Participants were offered the option of being referred for 
counselling to a psychologist at a local Department of Health (DoH) clinic or to a psychologist 
in private practice (Referral form, Appendix D). 
 
Once all concerns were addressed and research consent forms (Appendix E) were signed by 
participants, the interviews started. Although some questions elicited an emotional response 
from two participants, they were not excessively distressed to the point that they could not 
continue or that they wished for the interview to be stopped or postponed. However, because I 
noticed that one participant had not dealt with her emotional pain, despite it being 4 years since 
she discovered her HIV-positive status, I discussed the option of referring her to psychotherapy. 
She agreed to be referred to a psychologist in private practice. 
 
4.3.4. Research Participant Profile 




Table 1.  














P1 36 Civil 7 2 Grade 12 Unemployed Black 
P2 44 Civil 14 3 Diploma Employed Black 







Table 1 provides an overview of the demographical details of the participants. Race was not a 
criterion for selection and participation in the study. However, only black African women 
joined the study. 
 
4.3.4.1. Participant 1 
P1 was interviewed in 2018. At the time of the interview, she was 36 years old and identified 
herself as Zulu speaking. She reported that she has been married for 7 years under a civil union. 
She lives with her husband and two young children aged 9 years and 3 years. She completed 
Grade 12 (final year of secondary school) and went to further her studies at a tertiary institution 
but reported that she could not complete her tertiary qualification because of financial 
constraints. At the time of the interviews, she was unemployed. Although she was working in 
the past, she reported that she quit her job for her to be able to take care of her two children 
following the death of her mother-in-law who used to help her look after them. P1 discovered 
her HIV-positive status in 2015 while she was pregnant with her second child. At the time of 
the interview, she had been living with HIV for 3 years and was on ARV therapy. 
 
4.3.4.2. Participant 2 
P2 is 44 years old, married under civil union marriage, and has three children. She identified 
as Zulu speaking. She reported that she met her husband while she was still a college student. 
She was studying towards an education diploma at college in the province of her birth. She met 
her husband while she was still in college. When she completed her studies, she moved 
provinces to seek employment and she is currently working as an educator. She married in 
2005 when she was 30 years old. However, she reported that at the time of her marriage, she 
already had two children with her husband. P2 discovered her HIV status in 2010 during her 
antenatal visits to the clinic when she was pregnant with her third child. When she was 
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interviewed in 2019, she was still married but reported that her husband had moved out to live 
with his new female partner. At the time of the interview, she had been living with HIV for 
almost 9 years and was taking ARV medication.  
 
4.3.4.3. Participant 3 
P3 lives and work in a different province to the other participants. She identified as Zulu 
speaking. She was 39 years old at the time of the interview, and she was married for 4 years in 
a civil union. She completed Grade 12 and a tertiary qualification in engineering at a college 
in her home province. When she was interviewed in 2019, she was employed in the mining 
sector. P3 lives with her husband. They do not have a child together but she said that they both 
have one child each from their previous relationships. Their children were living with their 
grandparents. When she met her husband, he was a divorcee, and she said she had never been 
married prior to meeting him. She discovered her HIV-positive status during routine testing 
and screening at work. She said that she regularly screened for HIV at work and exercised safe 
sexual practices before meeting her husband, hence she was able to confirm that she was HIV 
negative before meeting him. At the time of the interview, she has been living with HIV for 
about 4 years and said that she was on ARV medication. 
 
4.4. Data Collection 
The section on data collection will discuss Seidman’s (2006) in-depth phenomenological 
interviewing method that was used. Notably, only the phenomenological interviewing method 
was used and not phenomenological analysis. The interviews were semistructured. The section 
begins by describing the context in which the interviews took place, followed by a discussion 
of the interviewing approach. The interview phases are then discussed before turning attention 
to an examination of the process undertaken to transcribe the interviews. 
 
4.4.1. Interview Context 
The interviews took place in two provinces. Although I had planned the location for the 
interviews, I was flexible in offering participants the latitude to make input in terms of deciding 
the day, time, and location that was convenient for them. P1 and P3 preferred to be interviewed 
at their homes. Both participants’ homes were modest three-bedroom houses in suburban 
residential areas. P2 was interviewed at one of the clinics where I work because she felt this 
would provide her with the privacy she needed. Because I was able to have telephonic 
conversations and to meet with participants prior to the actual interviews, this early 
introduction was helpful in facilitating a smooth transition into the actual interviews. All 
68 
 
participants identified as Zulu speaking and were interviewed in IsiZulu. I translated the audio 
recordings. 
 
4.4.2. Interviewing Approach 
Seidman’s (2006) in-depth phenomenological interviewing method was used as it relates to 
obtaining direct experiential data. According to Seidman, interviewing is “a basic mode of 
inquiry” (p. 8). Throughout human history, people were sharing stories about their experiences 
as a primary method of making sense of their experience. In other words, the primary method 
of knowing is through stories (Seidman, 2006). The telling of stories by individuals is 
fundamentally a process of making meaning because individuals select, from their 
consciousness, specific details of interest in their experience. Generally, the details that people 
give about their experience has structure (a beginning, middle, and end), and this structure is 
possible because of people reflecting on their experience (Seidman, 2006). 
 
The rationale of in-depth interviewing is not to test theories, to evaluate, or to derive answers 
to questions. Instead, in-depth interviewing seeks to develop an understanding of the lived 
experience of people and the meaning people make of those experiences (Seidman, 2006). 
Thus, interest in participants’ stories is important because their “stories are of worth” (Seidman, 
2006, p. 9). Although there are limitations to the researcher’s understanding of others, efforts 
can still be made to strive to comprehend people by understanding their actions. It is through 
interviewing that a researcher gains access to the context of people’s behaviour and thereby 
provides a way for the researcher to understand the meaning of that behaviour. People’s 
behaviour becomes meaningful and understandable when located in the context of their lives 
and the lives of those around them (Seidman, 2006). 
 
Seidman’s (2006) in-depth interviewing entails conducting a sequence of three separate 
interviews with each participant. With its assumptions being grounded in the theoretical 
traditions of phenomenology, the method combines life-history interviewing and focused, in-
depth interviewing (Seidman, 2006). Seidman (2006) maintains that it is imperative to adhere 
to the three-interview structure because each interview provides a purpose both by itself and 
within the process. The researcher must ensure the maintaining of focus of each interview in 
the process since each interview provides the foundation of detail that assists in building on the 
next interview. The researcher must maintain a delicate balance between providing adequate 
openness for the participants to tell their stories and sufficient focus to permit the interview 




During interviews I was not only collecting statements; I was also playing an active role in 
codetermining the course of the conversation. In codetermining how the conversation was 
unfolding, I was actively listening and probing participants which lead to the dimensions of a 
theme to be addressed with an interviewee (Kvale, 1996). According to social constructionist 
thought, knowledge is cocreated within a specific social community when individuals interact 
with one another. Within this social context, the construction of knowledge is not only 
dependent on an individual’s interaction with his/her own world or experiences (Jha, 2012). 
This implies that the individual’s knowledge expansion is dependent on both his/her cognitive 
and social processes, in the course of reflecting on and sharing personal experiences and the 
experiences or ideas of others (Jha, 2012). 
 
The major task of the researcher is to ask open-ended questions, explore, and build upon 
participants’ responses. The objective is to have participants re-create their experiences within 
the topic under study (Seidman, 2006). For the interviews, I prepared interview questions 
beforehand (Appendix F). The main reason for having preplanned interview questions was to 
use these as prompts to guide the conversation by making sure that the discussion was focused 
and in line with the research objective. Follow-up questions were not planned in advance, 
instead they emanated from direct probing based on what participants had said during the 
interview. This ensured that the interview flowed as naturally as possible by facilitating 
constant eye contact and being continually present with the interviewee. Where digressions 
occurred, I was able to refocus the discussion by carefully redirecting participants back to an 
earlier thought or idea that was relevant to the topic (Pope, Ziebland, & Mays, 2000). Pope et 
al. (2000) suggest a flexible process whereby a researcher can refine questions when there are 
instances of talk that runs counter to the emerging propositions. 
 
4.4.3. Interview Phases 






Figure 1. Seidman's (2006) three phase process 
 
Only one of the three participants was able to take part in the three interviews. Although not 
all participants were available to do three separate interviews, the structure of the interview 
remained the same for all participants keeping Seidman (2006) three phase process. 
 
4.4.3.1. Phase 1 
The first phase or interview one focused on the personal history of the participant and its aim 
was to contextualize the topic within the life of the participant (Seidman, 2006). The interview 
began by asking participants to provide a personal history about their current marital 
relationship, family composition, educational background, and employment status. This initial 
phase also allowed participants to share details about their relationships including how and 
where they met their husbands. Participants also shared the context of their relationship prior 
to them discovering their HIV-positive status. Interview questions (Appendix F) such as 
“Please tell me a little bit about your marriage” and “Can you describe your relationship”? were 
asked. The first phase was similar for all participants regardless of the form (whether 
participant completed one or three interviews) that their interviews took. Because questions 
were open ended, participants often shared information that overlapped with other phases. I 
allowed this flow of information and I mainly interrupted, to refocus the conversation, where I 
perceived participants to be digressing. Pope et al. (2000) suggest a flexible process whereby 














Phase 1  Phase 2 Phase 3 
71 
 
4.4.3.2. Phase 2 
In phase two or interview two, the focus is not on participants’ opinions. Instead, the purpose 
is to allow participants to share factual details about their present lived experience of testing 
HIV-positive during marriage (Seidman, 2006). During phase two, emphasis was on 
encouraging participants to reconstruct the details of their experience of infection with HIV 
during marriage (Seidman, 2006). I encouraged participants to share specific experiences 
relating to their infection, focusing on how they discovered their HIV-positive status and how 
they experienced discovering their HIV-positive status in marriage. Phase two was guided by 
two main questions (How did you learn of your HIV status?; Describe the experience of 
discovering your HIV-positive status in marriage?) (Appendix F). 
 
4.4.3.3. Phase 3 
In this final phase of the interview, I encouraged participants to reflect on the meaning their 
experience holds for them (Seidman, 2006). The primary questions guiding phase three were 
“What did it mean for you to discover your HIV-positive status in marriage?” and “How did 
you make sense of being HIV-positive in marriage?”. The phase focused on the meaning that 
contracting HIV in marriage had for the participants. The question of meaning, according to 
Seidman (2006), is to address participants’ intellectual and emotional connection between their 
HIV-positive infection and their life. Seidman (2006) maintains that the process of making 
meaning occurs throughout the interview (phases) even though particular focus is mainly in 
phase three. Asking participants to reconstruct their experience means that the researcher is 
requesting participants to select events from their past and to structure some facet of it into 
different phases (beginning, a middle, and an end) to make it meaningful (Seidman, 2006). 
Therefore, phase three is mainly reflective where information already shared in previous phases 
of the interview was reflected upon and meaning-making occurred. 
 
4.4.3.4. Phase Modifications 
Although Seidman (2006) emphasizes the importance of adhering to the three-interview 
structure, he, however, notes that there could be reasons for the researcher to explore 
alternatives to this structure and procedures. Seidman (2006) stated that “as long as a structure 
is maintained that allows participants to reconstruct and reflect upon their experience within 
the context of their lives, alterations to the three-interview structure and the duration and 
spacing of interviews can certainly be explored” (p. 21). P1 was unemployed. She completed 
all three interviews. However, she was not available to complete the interviews within a one-
week interval. The spacing of the interviews was two weeks between interview one and two. 
Interview three took place three weeks after interview two. The spacing of the interviews was 
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determined by her availability as she requested interviews to be rescheduled on two occasions. 
For P1, the duration of the interviews from interview one to three was 127 minutes, 52 minutes, 
and 48 minutes respectively.  
 
Unlike P1, P2 and P3 were not available to do three separate interviews on three consecutive 
weeks. As a result, the format of the interviews had to be modified for these two participants. 
These modifications had to be done to accommodate time constraints of the two participants. 
The modifications were communicated to participants before the interviews, and the idea of 
the three phases was introduced. During the interviews when there was a transition from one 
phase to another, this was also made explicit at those transition points. P2 was employed and 
could not take time off from work to be available for three separate interviews on three 
consecutive weeks. As a result of these constraints, her interviews were scheduled according 
to her availability. She completed two interviews of 50 minutes and 30 minutes each. There 
was an interval of one week between the two interviews. In interview one, phase one and two 
of the interview process was addressed while phase three was addressed in the second 
interview. Similarly, P3 was also not able to avail herself for three separate interviews as a 
result of her work commitments. I notified her of the change in the interview phases and she 
completed her interview in one sitting which lasted for 150 minutes. 
 
The deviations from the three-interview structure during the interview process were not 
purposeful but a result of constraints presented by participants’ personal circumstances. To 
minimize the impact of these deviations on the integrity of the interviews, I ensured that there 
was strict adherence to the three-phase process for all the participants. To ensure consistency, 
I made sure that, irrespective of the number of interviews participants took part in, the three 
phases were incorporated into the interviews of all three participants. Before and during the 
interviews, I also made sure that I openly communicated these phases especially at transition 
points. These transition points refer to moments in the interview when one phase ended and the 
other phase started. Although there were specific transition points, the interviews themselves 
were fluid and the participants’ stories often overlapped. This means that regardless of having 
this structure, participants did not describe their experiences in a linear manner but often 
articulated ideas that weaved across facets of the three phases. However, by ensuring that there 
was clarity of the different phases, I was able to ascertain that there was consistency in the 
application of the process and that all interviews, irrespective of duration or frequency, adhered 





All interviews were audio recorded using a tape recorder. The importance of audio recording 
interviews is that it helps with carrying out a detailed analysis (Willig, 2008). Notes were not 
taken during the interviews because note-taking is considered to distract both the interviewer 
and interviewee, and to interfere with eye contact, nonverbal communication, and it does not 
promote the development of rapport (Willig, 2008).  
 
I transcribed the recordings verbatim and translated from isiZulu language to English. While 
every effort was made to transcribe and translate verbatim, there are words in isiZulu that could 
not be directly translated because of the potential to lose the meaning and expressiveness 
contained in these words. As a result, these words or phrases were recorded in their original 
language, IsiZulu, and in brackets I wrote a close equivalent in meaning in English. For 
instance, when explaining how she received support and was never abandoned by family, P2 
stated, “azange bangilahlela izandla” (“they did not abandon me”). Similarly, P3 described 
how she expected her husband to respond to her when she was disclosing her HIV-status to 
him, she indicated that she was expecting him to say “ungazongihlanyela mina, 
ungazongihlanyela” (“don’t go crazy on me”). There were instances where a participant made 
reference to what or how her husband responded thus speaking in the third person. In the 
transcribing process, to make a distinction between her own thoughts or questions and her 
husband’s responses, I highlighted in bold letters the responses attributed to husband and also 
made a note in brackets (husband’s response). For instance, “maybe there is something that I 
am not doing?” There is nothing (husband’s response). 
 
All words were transcribed including nonlexical utterances such as “eish”, “yah”, “hmm”. 
Chuckles and laughs were also noted. A note was made where there were pauses or silences 
(e.g., I wrote pause) even though the duration of these pauses was not measured. The primary 
focus was to accurately capture the meaning of the stories. I also recorded interjections made 
by participants and myself. Where this occurred, the word “interjecting” was written. 
Occasionally, a participant interrupted her own train of thought, abruptly stopping a sentence 
and pursuing another idea. When this interruption occurred, I wrote “interjecting self” in the 
transcription. The initial thought or idea that was interrupted was not deleted. This was done 





Transcriptions also included other interruptions such as telephone calls. I did not make a note 
of pauses caused by a “beep” or “buzzing” of an incoming message or call on a participant’s 
phone. However, I recorded these pauses when a participant requested to answer a call because 
she reported that it was important. When this occurred, I wrote “answering call, long pause”. 
Other interruptions that were noted included when a participant requested to go outside to 
attend to someone at the gate or when someone walked in during the interview. When these 
interruptions occurred, I noted them as such (e.g., interruption due to attending to someone at 
the gate). Braun and Clarke (2012) advise against the practice of “cleaning up the transcript” 
such as making it more grammatical or removing hesitations and pauses when working with 
data. Therefore, Braun and Clarke (2012) propose working with full transcripts when doing 
analysis because they believe that details can be revealing. When transcribing audio for 
thematic analysis, this level of detail is more than sufficient. Braun and Clarke (2012) propose 
that such data may be omitted from quoted data but if done, it should be noted.  
 
Each interview was transcribed within one week after they were recorded. Each interview was 
typed in a separate document and was saved using the order in which participants entered the 
research and the order of the interview (e.g., P1, interview 1; P1, interview 2). Each 
participants’ transcripts were saved in its own electronic folder. 
 
4.5. Data Analysis 
This section will begin by introducing the data analysis approach that was used, namely, 
thematic analysis. An explication of the different thematic analysis methods will be provided 
but emphasis will only be on inductive thematic analysis. This discussion will be followed by 
a discussion of the data analysis procedure. 
 
4.5.1. Thematic Analysis 
Interview transcripts or data do not provide explanations but a descriptive record of the 
research. The objective of the researcher is to make sense of the data by sifting and interpreting 
it (Pope et al., 2000). To achieve this objective, an approach that was used in analyzing data 
was thematic analysis (Braun & Clarke, 2006; Vaismoradi, Turunen, & Bondas, 2013). 
Thematic analysis is defined as a “method for identifying, analysing, and reporting patterns 
(themes) within data” (Braun & Clarke, 2006, p. 6). Thematic analysis provides a detailed and 
nuanced account of one particular theme or group of themes (Braun & Clarke, 2006). Themes 
capture the real meaning of shared narratives in relation to the RQ, and represent some form of 
patterned response or meaning (Braun & Clarke, 2006). Thematic analysis can be a method 
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that works both to reflect reality and to uncover the surface of reality (Aronson, 1994; Braun 
& Clarke, 2006). Because of its flexibility, thematic analysis can also contextualize events, 
realities, meanings, and experiences operating within society (Braun & Clarke, 2006). 
Similarly, thematic analysis can be conducted in a number of different ways and can suit a wide 
variety of RQs and research topics (Braun & Clarke, 2012). 
 
4.5.2. Inductive Thematic Analysis 
There are two fundamental methods in which the researcher can identify patterns within the 
data within thematic analysis, that is, deductive and inductive (Braun & Clarke, 2012; Burnard, 
Gill, Stewart, Treasure, & Chadwick, 2008). An inductive approach was used because codes 
are derived from the data and on the basis of participants’ experiences (Braun & Clarke, 2012). 
This approach was preferred because the objective was to use the actual data to derive the 
structure of analysis (Burnard et al., 2008). Inductive thematic analysis refers to analysis 
largely grounded in the data, rather than deductively searching for ideas, concept, and content 
(Braun, Clarke, & Hayfield, 2015). An inductive approach to data coding is driven by what is 
in the data by adopting a bottom-up approach. What this means is that the content of the data 
themselves drives the process by which codes and the themes are derived, so that what the 
researcher maps during analysis closely matches the content of the data (Braun & Clarke, 
2012). 
 
Braun and Clarke’s (2012) version of inductive analysis is consistent with Thomas’s (2006) 
description of inductive analysis as “approaches that primarily use detailed reading of the raw 
data to derive concepts, themes, or a model through interpretations made from the raw data by 
an evaluator or researcher” (p. 238). The principal rationale of the inductive approach is to 
allow the research findings to emerge from the recurrent, prevailing, or significant themes 
inherent in raw data (Thomas, 2006). In other words, the analysis was done with little or no 
predetermined theory, structure, or framework (Burnard et al., 2008). The inductive form of 
thematic analysis was also chosen because the current study is exploratory, with sparse research 
in relation to studies that examine monogamous women’s experiences of contracting HIV in a 
heterosexual marriage. In addition, inductive thematic analysis was selected because it is often 
experiential in its orientation, assuming a knowable world, and also gives voice to experiences 
and meanings of that world, as reported in the data (Braun & Clarke, 2012). The choice of an 
inductive analysis was also influenced by its ability to develop themes especially when working 




There are two interpretive levels at which content can be analyzed and themes identified (Braun 
& Clarke, 2006; Hancock, 1998). The two levels are the semantic or explicit level, and the 
latent or interpretive level. Both manifest and latent aspects of interpretation are integrated in 
thematic analysis. Both deal with interpretation although the degree of interpretation differs in 
depth and level of abstraction (Vaismoradi et al., 2013). Thematic analysis that focuses on 
latent themes tends to be more constructionist (Braun & Clarke, 2012). The interpretative level 
of analysis suggests that the researcher is interested in understanding what was inferred or 
implied by the participant’s response (Hancock, 1998). Thematic analysis at a latent level 
means when thematic analysis is done at a latent level, the researchers is required to “identify 
or examine the underlying ideas, assumptions, and conceptualisations – and ideologies – that 
are theorized as shaping or informing the semantic content of the data” (Braun & Clarke, 2006, 
p. 13). 
 
4.5.3. Social Constructionist Thematic Analysis 
Within this social constructionist stance, the reliance on theoretical framework serves to add to 
making meaning of situated events. The value of this theorization is to help to better understand 
experiences, including those of participants, as well as across time and situations (Kelly, 2006). 
However, the foundation for this theorization should be based on what the data is 
communicating and not be deductive and based on what the researcher brings to the inquiry 
(Braun & Clarke, 2006). From a constructionist perspective, thematic analysis helps to 
illuminate how a particular account develops and this can then elucidate the social construction 
of the study focus explicating its social construction (Joffe, 2012). 
 
In social constructionist analysis, the interpretive descriptions are not only based on the data 
but they tell a story that is psychological, cultural, and social (Vaismoradi et al., 2013). Joffe 
(2012) argues that “each individual’s account contains threads of the social thinking in which 
the individual is embedded” (p. 216). The researcher’s role is to identify socially engraved 
thought patterns that shape participants’ understanding. The researchers also discover how, 
within this social context, individuals situate themselves in distinct ways (Joffe, 2012). 
Therefore, those themes that get developed already involve interpretation. An analysis that is 
produced is already theorized and not merely descriptions (Braun & Clarke, 2006). In the study 
of HIV, the researcher’s interpretations provide a contextual understanding of participants’ 




4.5.4. Data Analysis: Procedure 
A six-phase process was used (Braun & Clarke, 2006). This method should not be 
conceptualized as linear but as recursive (Braun & Clarke, 2006). In the first phase, called 
familiarization, the researcher becomes intimately familiar with the data. During this initial 
phase, I printed out all the transcribed interviews into hard copies. I then read and reread the 
transcripts, starting with P1 and finishing with P3. Initially, each participant’s interview was 
read independently of each other’s transcript. During this initial reading, focus was on 
rectifying spelling and grammatical errors that I made during transcription, and this involved 
reading while listening to the audio recordings. Where specific interview segments were 
unclear and occasionally seemed illogical, audio recordings were able to assist in rectifying the 
mistakes done during transcription. 
 
Subsequent readings of the transcripts helped me to immerse myself in the data (Braun & 
Clarke, 2012). During these readings, I started to underline, highlight, and make written 
comments in the interview segments that seemed interesting and relevant (Braun & Clarke, 
2012). The making of notes assisted in starting to read the “data as data” (Braun & Clarke, 
2012, p. 60). Reading “data as data” means starting to think about what the data mean by 
reading actively, analytically, and critically, rather than absorbing the surface meaning of the 
words being read (Braun & Clarke, 2012). The inductive component of analysis is carried out 
through the multiple readings and interpretations of the raw data (Thomas, 2006). The notes, 
underlining, and highlighting were not yet at the level of coding. In this step I aimed to draw 
my attention to segments that could be relevant to the RQs. 
 
Table 2 
Example: Coding "Non-Essential" Interview Segments 
Participant Interview Segment Code 
P1 
“I have been married for seven years” Duration/years of marriage 
“I think (chuckling), marriage, okay 
marriage I know that there are 
problems in any marriage, do you 
understand, they are always there 
whether you are infected or not 
infected, they are always there” 
Universality of problems 
 
The second phase is coding. Coding entails intimate readings of the text and contemplation of 
the manifold meanings that are inherent in the text (Thomas, 2006), thereby generating brief 
labels for key features of the data of relevance to the (broad) questions guiding the analysis 
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(Braun & Clarke, 2006; Clarke & Braun, 2013). Although the main focus of phase two of 
analysis is to generate relevant labels (codes) in line with the RQs, I found it useful to code all 
the data rather than looking for specific segments in the interviews that fit the RQs. The purpose 
behind coding all the data was for inclusivity as opposed to being selective at this early stage 
of analysis. I thought it was better to uncode and discard irrelevant or deviant codes (codes of 
segments that could later prove off the track) at a later stage rather than having to start the 
process of coding from the beginning (Burnard et al., 2008). I started by allocating codes to all 
interview segments irrespective of the relevance to the RQs. The coding was done manually 
by hand, using a pen. I wrote the codes on the right-hand side of printed transcripts. The 
examples are given in Table 2. 
 
Table 3 
Example: P3 Preliminary Codes 
Participant Interview Segment Code 
P3 
“when it comes to that [HIV], he does 
not blame me because he knows that he 
is the one that brought it, when it comes 
to that he does not blame me, no”.  
Not blamed for HIV 
“So, I was surprised. How? It hurt me 
a lot Mojalefa. It hurt me a lot up until 
now, you see” 
Surprise and hurt at 
discovery 
 
Despite these interview segments being irrelevant to the RQ, they were also allocated codes 
because they were deemed relevant to participants’ profiles. I also coded all the data because 
codes that might have been deemed irrelevant at the early stages of coding could be important 
when themes are reviewed. This shows that the process of analysis is not linear as I was already 
making decisions about the raw data. I moved sequentially in coding transcripts, starting from 
P1 to P3. Once all potential codes were named and allocated, I opened a second word document 
for each participant and labelled it preliminary codes. I then typed all the identified codes 
(names) and next to each code, I copied and pasted supporting textual segments. The examples 
are given in Table 3. 
 
An electronic folder for each participant was then opened. In each folder, I created a list of all 
the codes for each participant. In each participant folder were interview recordings, interview 
transcripts, and a list of preliminary codes. I discussed samples of the preliminary codes with 
my supervisor. During this phase there was a further refinement of the codes. A further 
rereading of these preliminary codes with its associated textual excerpts ensured that I was able 
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to confirm the appropriateness of the codes and final code names were agreed upon. Once all 
of this was accomplished, the third phase of analysis started. 
 
Table 4 
Example: Colouring Codes and Theme Development 




“I got sickly. Okay, I fell 
pregnant with my second child 
(okay) so I developed pneumonia 
when I was pregnant and the 
doctor tested me and I found out 







“I was saying that because when 
I was pregnant with our last child, 
that’s when I discovered that I 





“I think maybe after about a year 
being with him, I then tested 
again at work. When I tested at 




testing at work 
 
The third phase, searching for themes, involved sorting the different codes into possible themes 
and gathering all related coded data samples within identified themes (Braun & Clarke, 2006; 
Clarke & Braun, 2013). A theme encapsulates something about the data in relation to the 
research aim and represents some level of patterned response or meaning within the data set 
(Braun & Clarke, 2006). Because I had already created codes in phase two, these were printed 
out into hard copies. The codes were reviewed again. Then I started to search and identify codes 
that seemed similar. Once identified, these codes were grouped together, generating 
preliminary themes. Multicoloured pencil and wax crayons were used for this exercise. This 
means all codes that seemed related were coloured using the same pencil shade (colour). Table 
4 provide an example of related codes that were grouped together to form the preliminary 
themes. 
 
This process meant that there was cross referencing and checking between the three 
participants’ codes. All related codes between the three participants were colour coded and 
grouped together into specific themes. This initial grouping of codes formed preliminary 





Example: Linking Theme to RQ 
RQ Preliminary Theme Code Participant 




P1 and P2 
Discovery during 
testing at work 
P3 




Once there was a general list of all preliminary themes, the next step was to further divide these 
themes according to the two RQs of the study. At this stage, two documents were opened, each 
for one RQ2. The example of linking themes to RQs is contained in Table 5. 
 
The first word document was titled RQ. Then all the themes related to RQ1 were copied and 
pasted in this document. The same was done for themes related to RQ2. Once the themes were 
separated into the two RQs, a further reviewing of the themes was done and those themes that 
seemed to lack depth but seemed related were further refined and grouped together into a single 
theme. This process was recursive as I needed to continually make updates while writing up 
and working with the findings. Even then, the process was continually recursive suggesting 
that this was a living document needing updating all the time. 
 
Table 6 
Example: Reviewing Themes 
Description Reviewed Theme Preliminary Theme Code 
This theme reflects 
participants’ meaning-
making of discovering 
that husbands were 
HIV-positive and 
concealed their HIV-






positive status by 
husbands. 




Failing to disclose 
HIV-positive status 
 
In the fourth phase, reviewing themes, emphasis was on checking that the themes ‘work’ in 
relation to both the coded extracts and the full dataset. During this phase, the researcher focuses 
on the themes that have emerged, and considers whether the story that the themes are telling 
about the data is convincing. Then, the researcher can start to define each theme and determine 
the relationships that exist between the themes (Braun & Clarke, 2006; Clarke & Braun, 2013). 
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The principle that guided how themes were determined was based on whether they capture 
something that was relevant to the RQs. With this in mind, I grouped together themes that had 
relevance to the RQs and the themes that had supporting textual narratives linked to them. The 
aim was to make certain that the themes were linked to the data and whether what they captured 
related to the RQs (Braun & Clarke, 2006). 
 
Although there were codes that were dominant in terms of the frequency by which they 
appeared, focus was not necessarily on how often the code presented in the data but emphasis 
was on relevance. Diagrams were also used to present the themes and subthemes which helped 
by providing a visual overview of the data. The emphasis on relevance was also essential in 
deciding on how much a participant should have said for their “story” to be included. Upon 
reflecting on what would make a meaningful contribution to the theme, I decided that what was 
crucial was not the number of words an individual used to express an idea but rather, the words 
themselves. I took the decision that determining a theme meant respecting the different ways 
in which different people express their worldviews rather than discarding data purely on the 
basis of quantification (Braun & Clarke, 2012). Keeping themes closely linked to the data was 
in line with conducting an inductive thematic analysis. Braun and Clarke (2012) referred to 
such a process of remaining true to the data as giving voice to participants’ experiences and 
meanings of that world. 
 
The fifth phase of analysis required a detailed examination of each theme and how it fits into 
the overall story about the data. This phase also involves identifying the core of each theme 
and constructing a brief and edifying name for each theme. This phase is called defining and 
naming themes. An example is found in Table 6. 
 
In the last phase, writing up, focus was on weaving together the analytic narrative and providing 
a concise, coherent, and logical account of the data (Braun & Clarke, 2006; Clarke & Braun, 
2013). This phase is about writing up the final report of the research. The report that is produced 
and the story that it relates must be compelling and based on the analysis of data undertaken. 
The analytical narratives make an argument in relation to the study’s RQs. This is achieved 
when the analysis and the story emanating from this interpretation has gone beyond the mere 





In quantitative research, the use of the terms validity and rigour are most often used when trying 
to demonstrate the credibility of research (Holloway, 2005). Although these words (validity 
and rigour) can be used in qualitative studies, Holloway maintains that qualitative researchers 
must be able to recognize how they are understood in qualitative inquiry. Rolfe (2006) 
maintains that emphasis on rigour demonstrates the aspiration of some qualitative researchers 
to the terminology, approaches, values, and hence, to the certainties that are the purview of the 
‘hard’ sciences. Since rigour is the essence to success, it means that for results to be accepted 
as scientific evidence and integrated into the knowledge base, rigour’s verification strategies 
must be followed methodically (Rolfe, 2006). Qualitative research has been criticized mainly 
because of the extent to which the findings are generalizable (Wahyuni, 2012). 
 
In addressing problems associated with the use of the terms such as rigour and validity, 
Sandelowski (1993) argues that the concept of rigour is inflexible and rigid, and has been used 
in trying to defend research studies against threats to validity thus having an impact on the 
versatility, artfulness, and sensitivity to meaning and context that are a feature of qualitative 
work. Rather than fixation with constructing a defence against criticism of using a qualitative 
method, focus should be on generating the true-to-life, evocative, and meaningful descriptions, 
that provide landscapes, and accounts of the lived experience that constitute the best test of 
rigour in qualitative work (Sandelowski, 1993). In addition, there can be no general rules in 
applying validity to different studies or domains of inquiry (Sandelowski, 1993). Rolfe (2006) 
argues that because there is no unified body of theory, methodology or method that can 
collectively be described as qualitative research, any effort to establish a consensus on quality 
criteria for qualitative research is likely to be unsuccessful. This is because the notion of 
qualitative research being a completely unified paradigm that is epistemologically or 
ontologically coherent is open to dispute (Rolfe, 2006). The arguments presented by these 
researchers (Rolfe, 2006; Sandelowski, 1993) can be thought of to be in line with social 
constructionist views and emphasized by Burnard et al. (2008) that a definitive, objective view 
of social reality does not exist. 
 
According to Holloway (2005), the terms commonly used in qualitative research are 
trustworthiness and authenticity. The term trustworthiness was used for the current study. This 
is because the value of qualitative research resides in discovering meaning in the data, 
describing social life, and showing the centrality of human experience in the research report. 
This requires that the researcher must be truthful in the write-up (Holloway, 2005). 
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Truthfulness and representation of the reality of the participants, otherwise referred to as 
internal validity, is imperative in qualitative inquiry (Holloway, 2005). This can be achieved 
through providing thick descriptions and reflexivity.  
 
Thick descriptions show internal validity through the accurate and detailed descriptions of the 
audit trail thus portraying in a holistic way the reality of participants (Holloway, 2005). 
Trustworthiness becomes a subject of opinion whereby the researcher is viewed as having made 
visible and leaving a trail of decisions (Sandelowski, 1993) for the reader to be able to track 
and verify the research process, therefore, auditable (Rolfe, 2006). Therefore, research 
becomes less about claims of truth about a phenomenon but rather about practising good 
science (Sandelowski, 1993). I accounted for trustworthiness by providing transparent 
descriptions of both the process and decisions I made regarding the method in the Plan of 
Inquiry Chapter. 
 
Reflexivity is another strategy I used to demonstrate trustworthiness. I apply this in the 
reflexive preface in Chapter 1 and Chapter 6 of the thesis (Holloway, 2005). Finlay (2002) 
defines reflexivity as “a confessional account of methodology or as examining one’s own 
personal, possibly unconscious, reactions. It can also mean exploring the dynamics of the 
researcher/researched relationship and how the research is coconstituted” (p. 536). Willig 
(2008) proposes reflecting on both epistemological and personal reflexivity. Personal 
reflexivity is defined as the researcher’s personal reflections on how the researcher’s own 
values, beliefs, experiences, and gender may have shaped the research. Epistemological 
reflexivity, on the other hand, requires the researcher to reflect upon the assumptions made 
during the course of the research and how these may have implications for the research and its 
findings. Lastly, I will focus on methodological reflexivity (Chamberlain, 2004). 
Methodological reflexivity refers to the researcher’s evaluative reflections on the study’s 
methodology and the researcher’s role in cocreating the study’s findings (Chamberlain, 2004). 
Personal, epistemological, and methodological reflexivity will be applied in Chapter 6. 
 
4.7. Chapter Summary 
The Plan of Inquiry chapter gave an overview of the research approach, epistemological 
position of the researcher, and the research process. The study was guided by the study’s two 
RQs, and I highlighted how these RQs had an influence on the choices I had to make throughout 
the process of research. These choices included decisions on the research process, data 
collection, and data analysis procedure. The Chapter concluded by addressing how 
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Chapter 5. Findings and Discussion 
 
5.1. Introduction 
Braun and Clarke’s (2006) thematic analysis was used to analyze the data. The analysis was 
done inductively to ensure that the themes were grounded in the data. The first RQ was: How 
do women make sense of the discovery of testing HIV-positive during marriage? The second 
RQ was: How do women experience their marital relationship following an HIV-positive test 
result. The presentation begins with an overview of the themes and subthemes. The overview 
will be followed by a discussion of the themes and subthemes, and this will be done by 
discussing them separately according to the two RQs. The chapter concludes with a discussion 





Figure 2. Summary of RQ1 themes and subthemes 
 
To answer RQ1, six themes emerged from the data. Two themes had two subthemes each. The 
circular nature of the figure shows the interrelatedness of the themes and that the themes 















































Figure 3. Overview of themes and subthemes
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HOW DO WOMEN MAKE SENSE OF THE DISCOVERY OF TESTING HIV-POSITIVE DURING MARRIAGE? 
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A total of 11 themes and 10 subthemes emerged for both RQ1 and RQ2. Figure 3 depicts the 
structure that is followed in discussing the findings. The discussion is done separately 
according to the RQs. 
 
5.2. RQ1: Themes and Subthemes 
RQ1 was: How do women make sense of the discovery of testing HIV-positive during 
marriage? Figure 2 is a graphic representation of the themes and subthemes of RQ1. 
 
5.2.1. “I had to find a way of telling him”: Desire to inform 
The Desire to inform theme in RQ1 involves participants’ views about their desire to inform 
others about their HIV-positive status. Participants’ desire to inform entails the agency to be 
open about their HIV-positive status by letting others know about the outcomes of an HIV-
positive test result. This theme was made up of two subthemes. The two subthemes are 
Imperative to disclose status and Informing family. The former involved the agency that 
participants experienced to inform their husbands, and the latter was about telling others such 
as family and friends. 
 
5.2.1.1. “When I got home, I was supposed to inform him and be truthful”: Imperative to 
disclose status 
Participants expressed the need to be open and to inform their husbands about being HIV-
positive. Regardless of how they felt about their HIV-positive status and being unsure about 
how to open up to their husbands, participants expressed that they had to find a way to be 
truthful and tell their husbands about their HIV-positive status. Participants described taking a 
decision to inform their husbands about being HIV-positive: 
 
P1:  I did not, I did not get emotional (pause). At the end of the day, I had to be 
alright for this child I was pregnant with. I became okay. And I told him the 
news. 
 
P2:  When I was pregnant with our last child, that’s when I discovered that I was 
infected with this virus, HIV. So, when I got home I was supposed to inform 
him and be truthful. 
 
P2: Jah1, it was very difficult. To begin with, I didn't even know where to begin 
telling him but I knew that I had to find a way of telling him. At the end of the 
day, I had to find some way of letting him know. He never answered me. He 




P3:  Okay, I then phone him when I am at work. When I phone him he then says to 
me he has been testing and he knows his status being negative and that got me 
very angry because I know that I got it from him. 
 
These excerpts suggest that participants experienced an immediate drive to disclose their HIV-
positive status to their husbands. They expressed that they needed to be responsible by being 
honest and not keep secret their HIV-positive status from their husbands. P1 and P2 discovered 
their HIV-positive status when they were pregnant. They expressed that telling their husbands 
was something they had to do. Despite the uncertainty about how to disclose the news of being 
HIV-positive, they knew they had to find a way of being “all right” too. Even though urgency 
is not explicitly expressed by P3, her action shows she felt compelled to notify her husband. 
The process of disclosure was voluntary, and the women believed they had to be truthful and 
find a way of telling their husbands. 
 
The concept of HIV disclosure refers to “the sharing of an individual’s HIV status with another 
person or organisation” (Linda, 2013, p. 17). All participants in the present study chose first to 
disclose their HIV-positive results to their husbands. These results are contrary to previous 
research pertaining to women’s HIV disclosure to their sexual partners. Previous studies 
(Deribe et al., 2010; Lambert et al., 2020; Linda, 2013) suggest that women are less likely to 
disclose their HIV-positive status to their partners despite being infected by them. Many 
reasons have been advanced for women’s reluctance to disclose their HIV-positive status. In 
cross-sectional research conducted in south-west Ethiopia using a mixed method (qualitative 
and quantitative data collection methods) Deribe et al. (2010) reported that women are more 
likely not to disclose their HIV status when they experienced their relationship as physically 
abusive, feared divorce or abandonment, and when they feared that their children will grow up 
without having a father. Women were also reported not to disclose their HIV-positive status 
when they thought it could result in them not receiving material support from their partners 
(Deribe et al., 2010). In another ethnographic study of 93 patients (75 women and 18 men) in 
Cape Town, SA, Linda (2013) found that participants did not see any reason to disclose their 




Jah is an Afrikaans exclamation used mostly in SA to mean yes. 
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In circumstances where women decided to open up about their HIV-positive status, husbands 
were not the primary source of disclosure but friends were because of fear of rejection and 
stigma (Lambert et al., 2020). Because women were less likely to disclose their HIV-positive 
status, Linda (2013) argues that women are forced by circumstances such as health problems 
and the need for support. Health conditions, such as being too sick and needing care from 
others, forced women to disclose their HIV-positive status (Linda, 2013). In a recent qualitative 
study involving 28 participants (9 women and 19 men), participants were also found to disclose 
their HIV-positive status to elicit support which they could need in future if they fell ill 
(Lambert et al., 2020). Contrary to these studies (Deribe et al., 2010; Lambert et al., 2020; 
Linda, 2013), participants in the current study first disclosed to their husbands. They were 
motivated to disclose by their desire to be responsible, truthful, and open to their husbands 
about their HIV-positive status. In other studies (Deribe et al., 2010; Lambert et al., 2020; 
Linda, 2013), disclosure was reported to be motivated mainly by participants’ need to elicit 
support from partners, family, and friends. Preference of disclosure was not primarily to 
partners because there was either no reason to disclose or women feared GBV, and loss of 
social and financial support (Deribe et al., 2010; Lambert et al., 2020; Linda, 2013).  
 
The notion of wanting to be truthful, expressed by participants in the current study, can be 
related to Wong’s (2007) concept of living an ethical life. Living an ethical life suggests the 
realization of the need to reconstitute lives in the face of living with a chronic illness by making 
sense of their illness and relating this to their values. Participants’ desire to be responsible and 
their agency to disclose their HIV-positive status to their husbands and others suggests that 
their motive was about doing what was right and ethical, rather than seeking support or 
avoiding blame as suggested by Deribe et al. (2010) and Linda (2013). 
 
Although women are less likely to disclose their HIV-positive status compared to men, Patel 
et al. (2012) maintain that probability of disclosure by women improved when they are married. 
In their 2012 Zimbabwean study, they examined patterns and psychosocial correlates of 
disclosure in women. In this cross-sectional study, 200 HIV-positive women participated and 
it was found that 78% had disclosed to their partners (Patel et al., 2012). These women who 
disclosed their HIV-positive status were reported to be mostly married at the time of the study 




5.2.1.2. “They were very supportive”: Informing others 
When participants discovered that they tested HIV-positive, part of making sense of this 
discovery was them recognizing the need to inform others. This involved telling family and 
friends about their status: 
 
P1: Me, I am coping (chuckling). I am coping, you see. I have a friend, the one who 
phoned you. Sometimes we speak including my pastor’s wife. With my pastor’s 
wife, we speak but not too much. Maybe we speak once but she is not the person 
that I, you see, speak to often. 
 
P2: My family. They were very supportive a lot especially my mother. I didn’t know 
how she was going to handle it. You know how the elderly are. I thought maybe 
when I was going to mention that I went to the clinic and found out that I have 
this illness and maybe she was going to think I was going to die but she never 
took it that way. They were very supportive a lot even to this day they are still 
very supportive. Jah! They helped me a lot. 
 
P3: I then phoned (interject self). I’m the first born at home. I phoned my brother 
and sister (pause). This is what happened at work. They arrived and asked the 
same question, how?  
 
By opening up to friends and family about discovering that they were HIV-positive, 
participants implicitly recognized that to manage the infection they needed to inform others. 
However, disclosing an HIV-positive status can illicit feelings of uncertainty. P2 described her 
apprehension about disclosure as she was uncertain how her mother was going to respond to 
the news that she was HIV-positive. Although telling others was not overtly communicated by 
participants as intending to get support, by opening up about their HIV-positive status they 
were able to elicit supportive responses from others. These results are consistent with previous 
studies (Lambert et al., 2020; Linda, 2013). According to Lambert et al. (2020), HIV disclosure 
plays an important role in the management of HIV and often results in improved access to 
social support (Lambert et al., 2020). 
 
Lambert et al. (2020), Liamputtong and Haritavorn (2014), and Linda (2013) report on the 
value of social support in the management of HIV. Lambert et al. (2020) undertook a study to 
examine the role of HIV disclosure and its influence on engagement in HIV care. Results 
suggested that disclosure of HIV-positive status was initially to family, then friends, and 
intimate partners. Participants reported that after disclosure of their HIV-positive status, there 
was improvement in their relationships with family. Participants were surprised at the level of 
acceptance they received and described that their relationship with friends and family either 
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did not change or improved following their disclosure (Lambert et al., 2020). In an 
ethnographic study conducted in Cape Town, SA, with 93 participants the support received 
involved giving advice, financial support, encouragement to take treatment, and caring for 
those who were physically ill (Linda, 2013). Similarly, participants in the current study 
received support from friends and family in the form of encouragement to take treatment and 
having someone with whom they can talk.  
 
For many individuals who are HIV-positive, disclosure of an HIV-positive status can also be 
hard due to the unpredictability of other people’s reactions to disclosure (Liamputtong & 
Haritavorn, 2014). Though the response was supportive from family, P3 described that 
informing others (especially friends) could have elicited surprise and fear: 
 
P3: There are three or four of my friends that I have told. Even them they are as 
surprised. How? Even you, they are surprised? You can see that they don't even 
know how to console you. They don't know what to say and when you meet 
them the next day they seem even afraid to look at you. They seem even afraid 
to ask you “how you were yesterday”. 
 
This surprise and fear elicited from P3’s friends reportedly made it hard for them to know how 
to comfort her. Discovering her HIV-positive status was an isolating experience that left her 
without being able to speak about her experience. 
 
P3’s isolation was compounded by reports of her husband’s abuse and control over her. In her 
interview, she described how her husband controlled and restricted her movements. She was 
confined to the house, unable to visit her family and to socialize with colleagues at work. 
Within marriage itself, she described how she spent a few months without speaking to her 
husband. Her experiences describe a life characterized by isolation since testing HIV-positive. 
Other people’s responses to disclosure were reported in a study by Linda (2013). According to 
Linda (2013) significant others that participants disclosed to reacted with shock to the news 
that participants were HIV-positive. This resulted in these significant others distancing 
themselves from participants and stopping to speak to them for a few months. Despite P3’s 
account of possible fear from others when disclosing an HIV-positive status, none of the 
participants in the current study described overt stigma by family or friends. Liamputtong and 
Haritavorn (2014) maintain that although other women in Thailand were able to receive 




5.2.2. “It hurt me that he was hiding this from me”: Husbands concealing 
their HIV-positive status 
Husbands Concealing Their HIV-positive Status describe participants’ meaning-making of 
discovering that husbands concealed their HIV-positive status from them. Two participants 
believed that their husbands had deliberately hidden their HIV-positive status from them. They 
mentioned that they had a sense that before they discovered their HIV-positive status, their 
husbands were HIV-positive. This notion is expressed in the following excerpts: 
 
P1: I have this idea that maybe before I knew, he already knew but told himself that 
he will keep quiet. 
 
P1: There is no one who knows that there is a situation like this [wife being HIV-
positive] but tells himself that he will toughen up and leave things as they are. 
 
P3: To me, I still have this feeling that he knew but did not want to tell me the truth. 
 
P3: I was crying because I’m asking myself why he told me he was negative, when 
he knew he wasn’t. 
 
P3: It hurt me that he was hiding this from me. 
 
P3: He knew that he was positive. He just failed to tell me the truth. 
 
There was hurt and suspicion about their husbands’ prior knowledge and concealment of their 
HIV-positive status. Because husbands had to “toughen up and leave things as they are” and 
keep quiet despite knowledge of HIV infection in marriage, this positions husbands within 
broader social and cultural constructions of masculinity. Within these constructions about 
maleness, men are considered strong and speaking about feelings is considered unnatural for 
them. Concealing an HIV-positive status is a performance of a masculine role embedded in the 
sociocultural context. Even though there was no confirmation of husbands being HIV-positive 
prior to participants discovering their own HIV-positive status, participants believed that their 
husbands kept the truth from them. P3 expressed this: 
 
P3: Maybe he did not want to tell me, but he knew. He killed me on purpose, he 
knew. 
 
P3: He is never wrong because he is A Jack of All Trades because he is also able to 




P3: When it comes to that [HIV] he does not blame me because he knows that he is 
the one that brought it, when it comes to that, he does not blame me, no. 
 
Although P1 was not explicit about her belief that her husband infected her with HIV on 
purpose, P3’s remarks confirm her view of intentionality on the part of her husband. P3 
believed that for her husband to conceal his HIV-positive status, he had deliberate intentions 
to infect her with HIV. In emphasizing this intentionality, she positions her husband as a killer. 
She referred to her husband as “A Jack of All Trades”. This phrase is often used to refer to an 
individual who is skilful in multiple jobs. In this context, P3 positions her husband as a skilful 
person who has the expertise or ‘know how’ of infecting other people with AIDS. Becoming 
an expert is a purposeful endeavour to acquire particular skill sets. Being competent in his craft 
allowed her husband to skilfully conceal his HIV-positive status and deliberately ‘killed” her 
by infecting her with HIV. 
 
The current study’s findings about husbands concealing their HIV-positive status are consistent 
with results from other studies (Chandra et al., 2003; Ciccarone et al., 2003; Maeri et al., 2016). 
In a qualitative study that examined self-disclosure of seropositive status in 35 men and 33 
women who were living with HIV, Chandra et al. (2003) reported that only 10 percent of men 
had opened up about their HIV-positive status. A similar finding of lack of disclosure among 
men was reported in another qualitative study of community members, community leaders, and 
HIV care workers in Kenya and Uganda. The study examined experiences with disclosure and 
attitudes towards disclosure of HIV status to intimate partners (Maeri et al., 2016). The study 
detailed barriers that contributed to men concealing their HIV-positive status. Men were 
reported to conceal their HIV-positive status due to fear of accusations and blame from their 
partners as a result of perceived moral arguments about male sexual infidelity. Fear and 
abandonment were also reported as reasons for men concealing their HIV-positive status. Men 
were reported to be more likely to hide their HIV-positive status when they feared 
abandonment by their partners. However, this fear was reported to be prevalent only when 
HIV-positive men were aware of their partners’ serodiscordance or they suspected that their 
partners were HIV-negative (Maeri et al., 2016). 
 
Despite men being inclined to conceal their HIV-positive status, Taraphdar et al. (2007) 
reported that women were likely to accept, care, and support them. Like participants in the 
current study, in spite of the hurt they experienced as a result of their husbands hiding their 
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HIV-positive status, participants did not leave their relationships. Although women are 
reported to be accepting of their husbands’ concealment of their HIV-positive status, when 
faced with a similar situation where they are thought to have concealed their HIV-positive 
status, they are likely to experience negative outcomes (Maeri et al., 2016; Taraphdar et al., 
2007). These negative consequences that women experience include marital dissolution, 
abandonment, blame, denying access to care, and physical or sexual abuse (Maeri et al., 2016; 
Zamudio-Haas, Mudekunye-Mahaka, Lambdin, & Dunbar, 2012). P2 experienced this 
negative outcome of disclosing her HIV-positive status. At the time of her interview, she 
reported that her husband left her with the children and he moved in with his girlfriend. 
 
Another consequence that women experienced after disclosing their HIV-positive status was 
abuse. In young women aged between the age of 16 years and 20 years, Zamudio-Haas et al. 
(2012) discovered that nearly half (11 women from a total of 23 participants) experienced 
ongoing abuse following their decision to speak to their partners about their HIV-positive 
status. They were verbally abused and threatened with eviction and their children being taken 
away from them. Thus, the consequences associated with an HIV-positive status are 
“significantly patterned by gender with the most severe consequences reported by women” 
(Maeri et al., 2016, p. 63). 
 
5.2.3. “Being HIV is not the end of the world”: Acceptance 
The theme Acceptance entails participants’ expression that acceptance was an essential part of 
making sense about the discovery of their HIV-positive status. Acceptance involved 
acknowledging that HIV was not “the end of the world”. This theme had two subthemes: 
Accepting of HIV-positive Status and Accepting is Taking Responsibility. 
 
5.2.3.1. “The only way for me was to acceptance”: Accepting HIV-positive status 
All participants expressed that they accepted their HIV-positive status. Participants perceived 
this process as requiring a focus on taking medication, avoiding blame and arguments, and 
acknowledging adverse outcomes if they had not accepted their HIV-positive status: 
 
P1: You see, maybe it is accepting. But it [HIV] is something that I would think 
about maybe when it is time to take my medication. Otherwise to me it is not 




P2: For us to be arguing and blaming each other for who had infected who it was 
going to put an additional strain on our marriage. The only way was for me to 
accept, that's how I took it. 
 
P3: You know, AIDS is not identifiable but when you already have it, it allows other 
(interjects self), it is a friend to other illnesses. I know it is not killing me but I 
could be killed by maybe TB, cancer, or “what what”, you see. Like me, not 
being able to accept caused me to have high blood. Then I had a liver problem, 
fatty liver, heart problems, things I never used to have before, but that I have 
now because of this thing. 
 
Participants expressed acceptance as necessary to maintaining harmonious marital relations 
and physical wellbeing. Accepting an HIV-positive status was considered necessary for their 
individual health, as well as for the stability of their marriage. Participants’ wish to preserve 
the stability of their marriages irrespective of testing HIV-positive suggests that they still 
considered marriage as sacrosanct. Acceptance also meant not thinking about HIV and blaming 
the spouse, such could add to stress on the marital relationship. The notion of preserving marital 
relationships irrespective of the challenges presented by HIV infection in marriage relates to 
cultural and religious constructions that positions women as unwise if they are not focussed on 
building their homes and families (Proverbs 14: 1). If a wife is considered a source of 
arguments in the home, she becomes positioned as antagonistic and someone to be avoided. 
When women do not blame husbands and when they wish to maintain harmonious marital 
relationships, they are performing gendered responsibilities of sustaining peaceful familial 
relations that are embedded in cultural and religious constructions. 
 
Soon after discovering her HIV-positive status, P3 had difficulty accepting her HIV status. Her 
extract described the health repercussions she experienced as a consequence of not accepting 
her HIV-positive status. She described “AIDS as a friend to other illness”. This signifies her 
view that AIDS is a gateway to other illnesses. An inability to accept her HIV-positive status 
would have led to adverse health outcomes. As she says, while HIV was not going to kill her, 
her lack of acceptance would bring ill health. She eventually accepted her HIV-positive status 
and was taking her ART at the time of her interview. 
 
When participants first learned of their HIV-positive status they experienced shock, disbelief, 
anger, and anxiety (Madiba & Putsoane, 2020; Mohammadpour et al., 2009; Owusu, 2020; 
Ristriyani et al., 2017). However, they eventually accepted their HIV-positive status. The 
process of acceptance is a complex process that depends on different factors that varies from 
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individual to individual. The factors that facilitate acceptance as described in these studies 
(Madiba & Putsoane, 2020; Mohammadpour et al., 2009; Owusu, 2020; Ristriyani et al., 2017) 
are women’s awareness that there were other people in their community who were living with 
HIV. Similarly, acceptance occurred when women were aware of medical advancement in the 
treatment and management of HIV. They also practiced religion and wanted to maintain the 
stability of their marital relationships. Fauk, Merry, and Mwanri (2020) maintain that 
acceptance of an HIV-positive status is crucial in the meaning-making process that helps with 
coping with HIV. 
 
5.2.3.2. “I accepted and took medication”: Accepting is taking responsibility 
Making sense of discovering an HIV-positive status entailed acknowledging that acceptance 
also meant taking responsibility. Participants expressed that taking responsibility for 
themselves involves taking medication. This guaranteed a long life, free of sickness, and it also 
ensured that “everything will go smooth” (P1), as one of them stated: 
 
P1: The most important thing is that I must live well, take my medication well, and 
everything will go smooth. 
 
P2: To me, maybe other people can speak differently, but to me once you can accept, 
you see it's like, I thought of it like when you have a headache all the time. I 
accepted and took medication. I have never been sick until now. So it’s my life. 
I am used to it and I have accepted. 
 
P2: What can I say, being HIV is not the end of the world. It's not the end of the 
world, yah it’s not the end of the world. You continue living and a long life, a 
long life, especially when we take care of ourselves. 
 
P3: You know, other things can change your heart in the sense that whether he is 
taking it [medication] or not he seem not to care as long as I have taken mine. 
 
P3: I know myself when I should be taking my medicine at what time and whether 
he has taken his or not it’s his business. 
 
These excerpts suggest that acceptance involved taking action. Taking medication relates to 
adherence. All participants expressed the value of adhering to treatment. They believed 
adhering to treatment ensured better health outcomes and longevity. Taking personal 
responsibility for adherence was emphasized by P3 when she expressed that she is focusing on 
taking her own treatment even if her husband seems not to be concerned about taking his 
treatment. Because accepting was about taking personal responsibility, P3 had taken the 
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decision that she was not going to be responsible for her husband’s nonadherence. Therefore, 
adherence was an individual responsibility. 
 
Enriquez and McKinsey (2011) state that when HIV infection is untreated, it results in 
progressive deterioration of the immune system and can cause illness, even death. Therefore, 
successful use of ART has changed HIV from a fatal into a chronic manageable disease. The 
women viewed medical treatment as a resource that they can use to stay healthy and to prolong 
their lives. Adherence was also linked to the acknowledgement that “HIV was not the end of 
the world” (P2). Adherence plays a crucial role in successful attempts to prevent physical 
deterioration and to treat HIV (Duggal et al., 2018). All participants in the current study were 
on ART and they emphasized taking their treatment irrespective of their husbands’ adherence 
with treatment. 
 
The findings are in contrast with other studies (Arrivillaga et al., 2009; Murray et al., 2009; 
Skovdal et al., 2011) that report low adherence levels among women because of stigma and 
because their husbands prevented them from accessing ART. Often, women discover their 
HIV-positive status before their partners because of health, reproductive, and maternal 
programmes targeting women at primary health care clinics. It is during these visits where VCT 
is initiated that discovery of HIV-positive status often occurs. Consequently, this places the 
responsibility of disclosing the outcomes of HIV testing on women. This has consequences for 
women such as facing stigma, rejection, and GBV. 
 
Although women are reported to have low compliance to treatment, those women, like 
participants in the present study, who are able to comply with their medication find meaning 
in the use of treatment. Duggal et al. (2018) identified factors that facilitated compliance with 
ART in a qualitative study with 27 HIV-positive women and 19 key informants in India. 
According to the study, a common theme that kept women compliant was their determination 
to live for their children and the perception that adherence to ART was beneficial (Duggal et 
al., 2018). These results about women’s will to live for the children and their view of the 
benefits of ART are consistent with the findings of the present study. Benefits of ART as a 
facilitator to adherence was replicated in a 2017 study that examined potential barriers and 
facilitators to ART adherence in sub-Saharan Africa (Croome et al., 2017). Croome et al. 
(2017) conducted a review of 11 283 records (154 studies) and discovered that factors such as 
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receiving social support, having disclosed an HIV-positive status, and acceptance of an HIV-
positive status were closely associated with adherence to ART. 
 
The findings in the current study are in line with results from Croome et al. (2017) and Duggal 
et al. (2018) which suggest that participants who are likely to take an active role in complying 
with their medication are those who have disclosed their HIV-positive status to their spouses 
and were receiving support from their friends and families. Having support after an HIV-
positive test was linked with low levels of depression that further facilitated adherence to 
treatment (Gonzalez et al., 2004; Murray et al., 2009).  
 
The view of “HIV is not the end of the world” (P2), emphasizes adherence to treatment, and 
represents a new cultural perspective. This shift in cultural perspective considers illnesses such 
as HIV as chronic, needing ongoing treatment (Murray et al., 2009, p. 5). 
 
5.2.4. “You have it! You have it! Fokfok”: Accepting the permanence of HIV 
Once the women were infected with HIV, they had to contend with their thoughts that HIV 
“was not going anywhere” (P1). HIV was considered permanent but incurable:  
 
P1: It [HIV] isn't going anywhere. It is something that is always there. The most 
important thing is that I must live well, take my medication well, and everything 
will go smooth. 
 
P2: The reality is that it [HIV] was already there and it was never going to be 
removed. 
 
P2: At the end of the day, this thing [HIV] is there and because it is there, it was 
going to infect people, you see. Now, it sometimes occurs to me that if it is not 
me, who must it be? I told myself that it wasn't the end of the world, people are 
living and we will live. 
 
P3: When we arrived at the doctor, he [husband] had to apologise. But when we 
have fights here at home and I would say to him that he has infected me then he 
would say how many times must he apologise. Do you see something like that. 
You would see that maybe he has this thought that “you have it! you have it! 
fokfok”. 
 
These extracts could be interpreted as reflections about confronting the permanence and finality 
of HIV. Not only was there awareness of this permanence but there was also acceptance that 
there was nothing they could do to remove it. Personal reflections by P1 and P2 brought about 
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this realization. P3’s fight with her husband elicited these thoughts about the permanence of 
HIV. P3 interpreted her husband’s questions about how many times he must apologise for 
infecting her as confirmation of his view that she must accept that her HIV was permanent 
(“You have it! You have it!”). This suggests that she still holds her husband responsible and 
blames him for infecting her. She continues to position her husband as a killer who deliberately 
infected her with HIV. 
 
The notion of permanence and finality is based on historical conceptions of HIV as a deadly 
disease that was not treatable. Sontag (2001, p. 3) makes the argument that “everyone who is 
born holds dual citizenship, in the kingdom of the well and in the kingdom of the sick”. 
Assuming the sick role is often accompanied by prejudice because of the metaphors used in 
the landscaping of illness. HIV, like other incurable diseases, such as cancer, was constructed 
as killer diseases. The construction of these incurable diseases as killers was based on a social 
and cultural period in which diseases could be cured through the use of medicine (Sontag, 
2001).  
 
When illness was incurable, it suggested a state of permanence and finality that raised questions 
about mortality. However, for participants, the realization of the permanence of HIV did not 
mean the end of life. This view that permanence did not mean finality, was expressed by P2 
when she mentioned that other people were living with HIV. And, because they were living, 
she believed that she will also live. Doyal (2013a) argues that the uncertainty of living with a 
chronic illness depends on resources that are at the individual’s disposal, including medical 
care. The view that people are able to live with HIV despite it remaining permanent [incurable], 
is the result of the introduction of ARV drugs. The introduction of ARV drugs changed the 
perceptions about HIV being a death sentence (notion of finality) to HIV being a chronic illness 
in which people could live long lives when taking medication (Doyal, 2013a). 
 
Bury (as cited in Doyal, 2013b, p. 41) introduced the concept of “biographical disruption” to 
explain the disruption that is caused by HIV to an individual’s life. According to Bury (1982), 
‘biographical disruption’ provides a useful framework for understanding chronic illness 
narratives. The resulting disruption from having a chronic illness represents a unique 
experience for many individuals, and this could signify an unanticipated disruption of their 
lives. For others, this will present an added constraint in a life that could already be confronted 
with other challenging circumstances (Doyal, 2013b). Participants in the current study 
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experienced these disruptions when they learned of their HIV-positive status. Participants 
expressed disruptions in their interpersonal and sexual relations with their husbands. They 
expressed that after testing HIV-positive, their marital life was characterized by distrust, 
conflicts, arguments, control, and lack of enjoyment of marital companionship and sexual 
relations. 
 
The disruption that participants experienced when they were first diagnosed with HIV was 
expressed by participants in other studies (Cherry et al., 2018; Lockwood et al., 2019). Upon 
discovering their HIV-positive status, participants in these studies (Cherry et al., 2018; 
Lockwood et al., 2019) thought that they were going to die and saw HIV as a death sentence. 
Despite this initial uncertainty, participants adjusted to the initial shock of HIV diagnosis and 
became aware that there were others who were HIV-positive, healthy, and strong. As a 
consequence, they felt encouraged and started to believe that they can also be healthy and live 
with HIV. Participants’ meaning-making in other studies was similar to those of participants 
in the present study who also expressed views of adjusting to testing HIV-positive by finding 
meaning in the knowledge that other were living with HIV. 
 
Participants had to learn to live with HIV and accept that it was incurable. Despite the 
permanence of HIV and the biographical disruption that this caused in their lives, participants 
acknowledged that being HIV-positive did not mark the end of their lives. They had knowledge 
of other people who were living with HIV and this instilled in them a sense of hope that they 
too can live with a permanent illness. Though it was painful for P3 to come to terms with this 
reality of permanence, the emotionality associated with the use of the word “fokfok” forced 
her to accept that she had HIV permanently. 
 
5.2.5. “I was expecting him ukuthi aziqoqe” (to be restrained): Discovering 
the husband’s infidelity 
Ukuthi aziqoqe or to be restrained entails the expectations that participants had for their 
husbands to stop infidelity. This IsiZulu expression was not translated because it captures the 
essence of the meaning. Although in African cultural tradition men are viewed as likely to 
engage in extramarital sexual relations (Kambarami, 2006), participants expected that when 
there was knowledge of the existence of HIV in the marital relationship, this infidelity was 
expected to wane. P1 captured this expectation when she mentioned that she was expecting her 
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husband “ukuthi aziqoqe” (to be restrained). Having learned of their HIV-positive status, two 
participants discovered that their husbands had engaged in extramarital relationships. 
Participants expressed that purported husbands’ knowledge of being HIV-positive did not 
prevent their husbands from pursuing these extramarital relationships. 
 
P1: My son, I think he was about six or seven, somewhere there, said to me “mom 
do you know that when you were not home and in hospital, there was another 
lady that come inside our house, and I was in the car. She and dad came inside 
the house and after that they came out”. So, I thought to myself, so you see, it 
means this child all this time (pause). And my son begged me not to tell or ask 
his father. So, I asked him. 
 
P1: I don’t want to lie I was strangling him because I was angry with him and my 
anger was because here in our home, we have this sickness but there are still 
other women and I don’t understand because I thought there is HIV in this 
house, and I was expecting him ukuthi aziqoqe (to be self-restrained), you see, 
but I don’t see him aziqoqile (restraining himself). 
 
P2: As things went by my husband started having an affair on the side that was in 
the open and he wasn't hiding it. He got into an affair with a social worker. As 
I said, that he wasn't hiding it. He ended up picking up his stuff and moving in 
with her. 
 
This theme indicates that when participants discovered that their husbands were not sexually 
monogamous, this symbolized a second discovery (the first discovery was when they 
discovered that they were HIV-positive). Although the two participants did not explicitly 
comment that being HIV-positive was a direct result of their husbands’ sexual infidelity, 
discovering their husbands’ infidelity confirmed the basis for being HIV-positive.  
 
Discovering this infidelity stirred P1’s anger because of her expectation that once her husband 
was aware that they are HIV-positive, he was going to act responsibly by avoiding infidelity. 
P1’s anger turned to physical violence, and she expressed that she began to physical assault her 
husband. P1 also expressed that her expectation that her husband was going to restrain himself 
was also based on her view that she did not give him any problems. She mentioned that she 
was always at home fulfilling her role as a traditional wife who cared for the children and 
managed household chores:  
 
P1: Because even when I asked him about this girl and what makes him to go outside 
[cheat] maybe there is something that I am not doing. I say because I am always 
at home. I take care of the kids, you find your house clean, I cook for you, I iron 
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for you, and there is nothing I give you problems with. What is it that I am not 
doing? Maybe there is something that I am not doing. There is nothing 
[husband’s response], so now what is it that makes you go outside [cheat]? 
Nothing [husband’s response]. 
 
P1 thought that she was a spouse who fulfilled her duties as a wife. Consequently, she was 
expecting that her husband will not “go outside” the marriage. Rather than interrogating her 
husband’s cheating, she questioned herself and asked whether this was a result of something 
that she was not doing. She viewed her role as a wife to be linked to her husband’s behaviour. 
If she fulfilled her duties, did not give him problems, then he was going to be restrained. 
 
Participants had to confront the reality that being HIV-positive was related to their spouses 
being unfaithful. Infidelity by husbands is generally an acceptable cultural practice in many 
patriarchal societies. These cultural practices get passed on from generation to generation 
(Adesina, 2015). When infidelity occurs, individuals could be confronted with a crucial 
decision of whether to stay in the relationship or to leave. When the decision is to remain in 
the relationship, this could come with certain expectations such as the dissolving of the 
extramarital affair (Hertlein et al., 2005).  
 
The expectation that husbands must restrain themselves (ukuthi baziqoqe) after discovering 
their HIV-positive status challenges cultural constructions that permit and normalize men’s 
multiple sexual partnerships. After discovering their HIV-positive status, women in this study 
informed their husbands. Despite their husbands’ knowledge that their wives were HIV-
positive, this did not stop them from engaging in extramarital relationships. P1’s relationship 
continued to be characterized by fights and arguments regarding her husband’s ongoing 
relations with other women. P2 reported that at the time of her interview, her husband had 
moved out of the house and was living with his girlfriend. Although studies (Isiugo-Abanihe, 
1994; Mark et al., 2011; Mbago & Sichona, 2010; Oyediran et al., 2010) reported that men 
disclosed having extradyadic sexual encounters prior to discovery of HIV, these studies were 
silent about the continuation of these extramarital relationships once knowledge of the presence 
of HIV in their relationship was in the open. 
 
5.2.6. “I was supposed to live for my children”: Living for the children 
The Living for the Children theme addresses participants’ feelings of worry and concern for 
their children. Being HIV-positive brought with it worry about dying and leaving behind young 
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children. However, despite these uncertainties, participants expressed that they had to find 
ways of living for their children: 
 
P1: I did not get emotional. (Pause). At the end of the day, I had to be all right for 
this child I was pregnant with because it was not going to be helpful that (sighs) 
that for me to get messed up. 
 
P2: It wasn't easy but I had to sit down and think that here were the kids that God 
gave us and I wasn't going to live just for myself but I was going to have to live 
also for the kids. Here was another one already on the way in my womb, and I 
was supposed to make things right. I told myself that it wasn't the end of the 
world. People are living and we will live. I was fortunate because I did not 
discover when I was sick, I discovered when I was pregnant and there are ways 
that can ensure that the baby isn’t infected. 
 
P2: So, I thought about my children. All I can say is that I was supposed to live for 
them and be strong for them. 
 
P3: I have worry. Who will take care of him [son] because his father left him when 
he was four months old? And I always tell him [husband] that I separated with 
my child’s father when he was four months old. It is me actually that he only 
has. 
 
P3: The main person I always think of is my son, thinking that I am going to leave 
him one day due to the careless done by us adults. 
 
The experience of discovering their HIV-positive status was hard. There was an 
acknowledgement that “getting messed up” (P1) was not going to be helpful. Instead, 
participants had to focus on being strong and living not only for themselves but also for their 
children. Living for the children also involved thinking about any unborn child. This suggests 
that maternal identity played a role in helping them make sense of their HIV-positive status. 
Social and religious factors influenced the extent to which participants embraced their maternal 
identity. When having children is constructed as a gift from God, then the maternal role 
becomes an undertaking that is infused with moral responsibilities of protecting children from 
harm. This harm can occur to children when mothers are having emotional problems, and when 
children cannot be protected from infection with HIV. This harm can also occur when children 
are left behind with others as a consequence of the mother succumbing to HIV. The maternal 
identity also assumes a position of importance because of the unavailability of men. Although 
P3 had separated with the father of her child and was now married to a man that was not the 
biological father of her child, she considered herself to be the only person available to take care 
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of her child. This suggests that, despite being married, the responsibility of raising a child is 
located within the context of gender and cultural roles. 
 
P2 expressed that discovering her HIV-positive status when she was not sick was a blessing 
because this was going to allow her to protect her unborn child from getting infected with HIV. 
On the contrary, P3 had a young son and she expressed feelings of anxiety about leaving him 
in future. She considered her infection as an outcome of the recklessness of adults. She ascribes 
her HIV infection to the recklessness of adults. She positions herself and her husband as 
careless adults. As a consequence of this carelessness, an innocent child faces the prospect of 
a future without a mother. This notion of carelessness suggests that HIV infection was 
preventable when adults dealt with this carelessness by exercising responsible sexual 
behaviour. 
 
Living for the children has been found to be a crucial factor in the meaning-making of women 
who test HIV-positive (Chery et al., 2018; Damar & du Plessis, 2010; Yang et al., 2015). In 
these studies, children were regarded as a motivating factor for encouraging women to want to 
survive their illness after testing HIV-positive. Women were more concerned about the future 
of their children and about who would take care of their children if they succumbed to HIV 
(Chery et al., 2018; Yang et al., 2015). Chery et al. (2018) interviewed six women who had 
lived with HIV for 10 years or more, and when the women made meaning about living with 
HIV for 10 years and longer, they viewed HIV as a blessing that gave them a second chance. 
Participants expressed that being HIV-positive allowed them to reach out to others and be more 
concerned about the welfare of their children and about who would care of them. Similarly, 
Damar and du Plessis (2010) conducted in-depth interviews with six HIV-positive women who 
had lost their husbands to AIDS-related illnesses in Indonesia. The findings suggest that 
women’s roles as mothers reinforced their identity and prompted them to accept their HIV-
positive status. Having lost their husbands who were breadwinners, women had agency to earn 
an income (rather than focusing on bereavement) that would allow them to be a good mothers 
and take care of their children (Damar & du Plessis, 2010). This suggests that women’s 
experience of discovering their HIV-positive status is overshadowed by the taken for granted 
gendered roles that women occupy in their social and cultural context. Meaning-making for 
women was closely linked to their roles as mothers and the need to transcend their own hurt by 




5.3. RQ2: Themes and Subthemes 
 
 
Figure 4. Summary of themes and subthemes for RQ2 
 
RQ2 was: How do women experience their marital relationship following an HIV-positive test 
result? Figure 4 shows a summary of these themes and subthemes. The development of themes 
and subthemes for this section was guided by RQ2. Five themes and six subthemes were 
constructed. The centrality of RQ2 in the development of the themes is signified by the 
placement of RQ2 in the centre of the figure. The interrelatedness of the themes is symbolized 
by the circular link between the themes. 
 
5.3.1. “There was a distance between us which I noticed”: Infrequent sexual 
contact 
Infrequent Sexual Contact reflects shifts that developed in participants’ sexual relationships 
with their husbands following an HIV-positive test result. Participants expressed that there was 
distance between them and that sexual intercourse had become infrequent. All three 






























P1: Even our sexual relationship (pause) sexually, it’s not the same anymore. So, 
maybe even if we may be intimate sexually, sometimes two weeks can pass 
without us being intimate. And we are too young, I am 36 and he is 38, you see, 
and two weeks can pass without us having sex and even if we do have it, it might 
maybe be one round only, and at that time it’s not like I would even complain. 
So, to me it’s like if it is like that, maybe he might be getting it from somewhere 
because I don’t think it is normal for a man to spend a week or two without 
sleeping with his wife. Unless maybe he is stressful but even then, two weeks 
full? 
 
P2: That's when the situation started even touching one another when we are in the 
bedroom. There was a distance between us which I noticed, you see, even when 
he said everything was fine, I could see that things were no longer the same. I 
know I might not be able to share all the details one by one but, by the end of 
that same year, we were no longer even sharing the same bedroom. We have a 
child who was in boarding school. He was using his room at the time and I was 
left alone in our room. That's how the situation was like. 
 
P3: Even if we can finish six months without having sex, I don’t feel any hurt. But 
when he starts swearing, it seem like he does not feel for me. 
 
Participants expressed the extent to which there could be no sexual contact between them and 
their husbands. They described the indifference they were experiencing in not having regular 
sexual intercourse with their husbands. Their indifference had made them accustomed to not 
having regular sex and not complaining about this. Although participants were not explicit 
about the reasons for this sexual withdrawal, P1 had her suspicions. She expressed that it was 
not normal for a man not to have regular sexual intercourse with his wife. Although she 
expressed that there could be other explanations for this infrequent sexual intercourse, such as 
stress, her suspicion was that her husband was having sexual intercourse with other women. P1 
was not explicit about her justification for her suspicions that her husband was not only 
emotionally unfaithful but was getting sexual gratification from these women as well. She 
expressed concern that when she gets intimate with her husband, they have “one round”. The 
notion of “one round” is a locally specific phrase that relates to the number of times a couple 
engages in a sexual activity during sexual contact. Her concern that during sexual contact they 
only have “one round” implicitly raises concern about her own sexuality and lack of fulfilment 
of her own sexual needs by her husband. She seems to be suspecting that her husband’s inability 
to satisfy her expectations and sexual needs is because he is getting satisfaction from other 




Changes in sexual behaviour after an HIV-positive test result has been reported in other studies 
(Adekanle et al., 2015; Closson et al., 2015; Fox et at., 2007; Krishnan et al., 2007). Two 
significant changes that were observed were sexual abstinence and lack of consistent condom 
use. Women experienced sexual deprivation after their HIV-positive status was disclosed to 
their husbands, without their consent, by health workers. Husbands withheld sexual intercourse 
and ignored their partners. The withdrawal of sexual intimacy was reported to be a consequence 
of their partners’ awareness that HIV is transmitted through sexual contact (Adekanle et al., 
2015; Fox et al., 2007). 
 
Although the role of psychological factors in influencing sexual intercourse is acknowledged 
by P1, the extent to which this sexual withdrawal was experienced caused her to be sceptical 
about the “truthfulness” of these psychological and biomedical accounts. According to her 
subjective construction, sexual withdrawal by husbands had a social aspect to it. This social 
aspect involved men’s sexual infidelities. Because of men’s extramarital sexual relation with 
other women, this deprived them, as partners, of being sexually fulfilled in their marital 
relationships. P1 considered her husband’s sexual withdrawal as “not normal for a man to spend 
a week or two without sleeping with his wife”. This suggests normative, naturalized, taken-for-
granted cultural perspectives on male sex practice.  
 
5.3.2. “It feels like he wants to finish me off”: Meaning of sexual intimacy 
This shows that husbands’ sexual advances are aimed at reinfecting them with HIV. After 
testing HIV-positive, sexual intimacy with their husbands acquired a different meaning. 
Participants described their meaning-making experiences of intimacy with their husbands. Two 
participants expressed these changes. Since discovering their HIV-positive status, participants 
experienced sexual intimacy as devoid of feelings and that they had sex to satisfy their 
husbands’ needs: 
 
P1: For me he is making my love to diminish, haai sham, lo na [this one]. Have you 
seen when you are sharing a bed with someone and it feels as though you are 
sharing it with your brother, you are no longer feeling anything. 
 
P3: I did not want this marriage anymore. I was intending to put divorce. I was fed 
up. To live with somebody and he has infected you with this virus and now he 
does not even trust you. He swears at you and he doesn't even know whether 
you have healed. When on that day he feels like sleeping with you, you must 
agree to it. It's like you have no rights. It’s like you can’t even say you are not 
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in the mood for it, then it will be, yes, you are having an affair, do you 
understand? We are women, our feelings and your feelings will never be the 
same. When you feel like being intimate with your wife, you want your wife to 
also be in the mood. 
 
P3: Now you expect that because you want it I must give it to you. And you don't 
even know how affected I feel when I first got my status which is because of 
you. And now, you want me to do this thing just to satisfy you. 
 
P3: My marriage, I did not enjoy because since that day I had to use a condom, do 
you get me? When he touches me, it feels as though he wants to finish me off. 
 
P1 and P3’s experiences suggest that since testing HIV-positive, sexual intercourse with their 
husbands took on a different psychological meaning. P3 expressed that intimacy involves a 
need by a husband to be considerate to her feelings and whether she is in the mood for sexual 
intercourse. This lack of sensitivity and consideration of feelings by husbands made sexual 
relations unenjoyable and unfulfilling. They experienced intimacy and sexual intercourse as 
obligatory and for P1, was likened to sharing a bed with a brother. The implication of sharing 
a bed with a brother is that the presence of sexual feelings is not expected. In the absence of 
such sexual feelings with their husbands, sexual intercourse was experienced as an obligation 
aimed at satisfying the sexual needs of their spouses. P3 also expressed that she experienced 
sexual advances by her husband as attempts to “finish her off”. This suggests anxiety about 
getting reinfected with HIV by her husband. Still recovering from the initial infection with 
HIV, she now viewed his sexual advances as attempts to reinfect her with HIV which could 
compromise her health, and as a consequence, finish her off. This expression of “finishing her 
off” is related to the idea that she expressed when she positioned her husband as a killer, 
someone who had deliberate intentions to infect her with HIV and consequently kill her. 
 
5.3.3. “He controls you in a manner that is deceitful”: Disempowerment 
Disempowerment entails participants’ experiences of being controlled by their husbands 
following HIV-positive test results. After finding out about their HIV-positive status, all 
participants experienced a sense of being controlled by their husbands. Three subthemes make 
up this theme. First, women experienced disempowerment in the form of husbands that limited 
their career development. The second subtheme focuses on how participants’ husbands 
restricted their contact with friends and family. Lastly, husbands exercised control on the 
finances that imposed limitations on their ability to support their aspirations and to financially 




5.3.3.1. “Their husbands are not like that except for mine”: Limits to career development 
This theme captures the participants’ disempowerment in their marital relationships. 
Participants experienced their relationships with their husbands as controlling and limiting 
them of options to pursue studies, to work, and to be on social media. 
 
P1: And the funny part is that the person, when I try to speak about work, you can 
see his face changing because he doesn’t like it. Hmm, you can see that even if 
he was very happy, he changes, when I speak about work you can see that he 
doesn't like it. Anyway, if I were to find work, I am going to take it [but] he 
doesn’t want. 
 
P3: I used to have a WhatsApp before and he said he did not like it, then I stopped 
it. When I'm in church, other women in church are WhatsApping and I do not 
WhatsApp. Older women than myself are WhatsApping. Even my mother is 
WhatsApping. I can't even have WhatsApp, I am even being surpassed by old 
women. At work there is women in mining and another structure for women, I 
am also part of that as well. I am in a committee and we have a WhatsApp group 
but I do not have a WhatsApp and they can’t all phone me when there is a 
WhatsApp group. Sometimes I am not able to attend meetings because they 
communicated through WhatsApp, you see. Now it causes you to be 
embarrassed in front of other people because now I need to explain that my 
husband does not want me to have WhatsApp. There are those that have 
husbands and their husbands are not like that except for mine. 
 
P1 and P3 reported experiencing their relationship as controlling. As a result of this imbalance 
of power in the marital relationship, they were constrained in their ability to make decisions 
regarding work and meaningful participation in a career. P1 expressed the agency to find 
employment even though she is aware that her husband did not approve of her being employed. 
These restrictions imposed on P3 in the form of not being allowed to use WhatsApp did not 
only limit her ability to communicate with other women but it also interfered and constrained 
her capacity to participate meaningfully in her career. Not being allowed on WhatsApp also 
suggests that she was unable to attend meetings and other forums for women at work. This 
suggests that she could not participate in programmes designed for women (such as the Women 
in Mining Programme) which could be a hindrance to her career advancement. She expressed 
that not being on WhatsApp was also a source of embarrassment because it brought her private 
life to the public space. This suggests that she had to explain that her absence from these work 
programmes was because her husband did not allow her to be on WhatsApp. Being denied to 
have WhatsApp is a form of abuse as it deprived P3 of her right to use WhatsApp as a form of 
110 
 
communication. P1 also expressed the limitations that she experienced regarding her wish 
pursue academic studies: 
 
P1: The following day when we come back from church, he says to me why don't 
you do a course? You know, when someone wants to control you, he controls 
you in a manner that is deceitful. You know what I'm trying to say? He takes 
you and put you here. He knows that I am at home when it is half past one. Even 
if she can go to town or somewhere, he knows that at one thirty I should be back 
at home because our son (pause), is coming back. He says to me search for a 
course but he doesn't say search for a course then go to study full time. He says 
search for a course that will ensure that when it is time to write tests, you can 
go to write a test. This means that I must do self-study. Actually, what he wants 
is for me to be at home, you see, because if he was someone else he would say 
go and find full time school. You see. If he was going to say go find a full-time 
school then I will also be happy and wake up and go to school. 
 
P1 expressed the limitations imposed on her by her “husband’s insistence” that she must study 
part time. She experienced this restriction as her husband’s attempt to ensure that she remained 
at home. The husbands’ insistence made her feel that her being HIV-positive relegated her to 
a traditional role of motherhood that expects her to continue fulfilling her responsibility of 
taking care of their son. Having this limitation imposed on her made her unhappy. She 
mentioned that studying full time and being able to leave home and go to school would make 
her happy. Although P1 did not explicitly express that the restrictions that were imposed on 
her was going to limit her career, her excerpt suggests that when she is denied an opportunity 
to study full time, this could prolong the time it took for her to acquire a qualification which 
could hinder her career advancement. 
 
The subordination of young girls and women is described in a scholarly work by Saltana 
(2010). Within the home, the subordination of women takes the form of placing the burden of 
household chores on women and young girls. This prevents women and young girls from 
pursuing economic and academic activities. In a patriarchal society like Bangladesh, girls are 
deprived of educational opportunities and do not have access to equal chances to develop their 
skills and talents compared to boys (Saltana, 2010). In work environments, women are 
presented as less capable than their counterparts. The perception of incompetence becomes a 
barrier for advancement because they decline promotions for fear of being accused of having 
had sex with a man in power to get the promotion (de Lange, Mitchell, & Bhana, 2012). In SA, 
semistructured interviews with women seeking assistance for IPV reveal that these women 
experienced controlling behaviour by their partners in the form being forced to quit their jobs 
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(Fox et al., 2007). This exclusion creates a social system in which women are financially 
dependent on men and are placed at risk of contracting HIV. 
 
Women who are financially dependent on their husbands tend to experience disempowerment 
in various facets of their lives. A commonly cited area in research where women are unable to 
exercise control due to their financial dependence on men is in negotiating condom use 
(Bandali, 2011; Krishnan et al., 2007). In this context, trying to suggest condom use often 
results in suspicion that she might have been unfaithful. Financial dependence of women on 
men creates a power imbalance that acts as a barrier to negotiating condom use (Bandali, 2011; 
Krishnan et al., 2007). Financially independent women have been shown to be better able to 
negotiate condom use and discuss HIV/AIDS risk with their husbands (Bertens, Krumeich, van 
den Borne, & Schaalma, 2008). The power imbalance created by this financial dependence of 
women on their husbands places them at greater risk of HIV.  
 
Under a patriarchal system, male superiority over women is considered natural and encourages 
women to be dependent and subordinate to men in all aspects of life. As a consequence, power 
within the family and other spheres of life is under the control of men (Sultana, 2010). Within 
this power constraining environment, women who enjoy considerable independence and seek 
to pursue careers and to freely associate with different genders, including colleagues, is 
discouraged by husbands and the in-laws. A man who is unable to control his wife’s behaviour 
is considered weak and being under the control of his wife (Khan et al., 2002). The limitations 
experienced by participants in the current study reflect this power imbalance in their 
relationship with their husbands and this power imbalance is normalized in marriage. The 
observations made by P3 that other women are able to enjoy the freedoms that she is denied, 
questions this control and highlights the embarrassment that this deprivation causes her. The 
disempowerment of participants by their husbands limit their aspirations and maintains gender 
inequality (Sultana, 2010). 
 
5.3.3.2. “When he is done, he wants to put me in a cage”: Restrictions on freedom of 
association 
When participants tested HIV-positive, they described that they experienced restricted 
movement, which interfered with their ability to have contact with other people. Two 




P1: I want something that will take me out of the house which means that if you 
prepare we all prepare and leave the house. Do you understand that even me I 
must go out and meet with other people. He must not say I must find a course 
because it seems as if, it is the same. I will be here at home. 
 
P1: I need to get out of the house. It means he wants me here and he is not 
comfortable for his kids to return from school and finds that there is no one at 
home. 
 
P3: I think he is cruel. I get irritated because he infected me with this illness and 
when he is done, he accuse me of cheating. And when he is done, he wants to 
puts me in a cage. I am not able to be with my friends and other women and 
socialize with them, you see. 
 
P3: You wish to go visit your family who are just around because he will go and 
visit his friends. You wish you can visit your family who are close by but when 
you think about it, eish2, you just tell them that you will see them tomorrow. 
When you do manage to go, you only spend 10 or 15 minutes. So, if he doesn't 
want you to have friends why doesn't he allow you to go visit them because you 
also get bored? You have cleaned, and you have cooked, and now you are sitting 
feeling bored. You can’t even go there and visit them. 
 
Participants articulated experiences of their husbands restricting them from visiting friends and 
family. P3 equated these restrictions, imposed on her, to being ‘put in a cage’. The phrase 
implies loss of rights and liberties. Although P1 did not use the same analogy of being in a 
cage, her expression that she “needs to get out” echoes the same feeling of being trapped. She 
expressed a desire to get out of the house and be able to meet other people. Both these 
participants’ experiences describe their sense of disempowerment at being denied the right to 
freely associate with people they chose. Being ‘caged in’ left participants feeling bored and 
having any agency to connect with others. Participants were not only trapped physically in their 
homes by their husbands but they were also trapped with a chronic illness. 
___________________________________________________________________________ 
2 Eish is an exclamation used to express a range of emotions, such as surprise, annoyance, or resignation. 
The experience of disempowerment is experienced within the home, where participants are 
“caged” and unable to socialize and be with other people. The home resembles Walby’s (1990) 
notion of the private realm of patriarchy. Private patriarchy “is based upon household 
production as the main site of women’s oppression” (Walby, 1990, p. 24). In this type of 
system, women may be controlled using different mechanisms such as violence that instil a 




5.3.3.3. “[He is] the one that knows what he has done with it [money]”: Financial 
disempowerment 
Financial disempowerment reflects the lives of participants who expressed being excluded 
from financial decision making. One of the changes experienced by participants following their 
HIV-positive result was that their husbands did not involve them in discussions of how money 
was spent. Two participants expressed experiences of husbands using money without their 
knowledge and withholding financial support. They also described the emotional and financial 
hardship that accompanied this: 
 
P1: I even ask myself about this issue of money where has he spent it, do you 
understand, in such a short space of time, Thursday Friday Saturday. I left only 
three days, do you understand, money, on Thursday there is no money, how? 
 
P1:  [He is] the one that knows what he has done with it [money], you see, and he 
doesn’t even explain where is it, you see, hmm. 
 
P1: Being unemployed is not a choice that I chose to be a wife that is lazy and not 
employed. It was our decision for me to stop. But now it has changed as if I am 
just sitting nje [for no apparent reason]. I don’t know or I don’t want to work, 
you see. Jah! This is what got me very angry because it means I don’t buy 
anything, I don’t do anything, which means, I don’t know. 
 
P2: When he left home, he decided to quit his job and he is not employed as we 
speak. He ended up quitting his job and those fights about money and courts, 
jah! Just like that. 
 
P2: I’m left with the kids, that’s all I can say, that I’m left with the kids. It's very 
difficult especially given that kids are also growing up and the second-born 
daughter, is her first year in college this year, all of that needs me, the younger 
one is still at school and there are transport costs, school fees, and the older one 
at school, you still needs to pay for fees and accommodation. 
 
Disempowerment was expressed in the form of financial exclusion. Two participants 
experienced this when their husbands excluded them in the expenditure of money and by 
withholding of financial support. P1 seemed to view her exclusion to be linked to being 
unemployed. Although she did not explicitly report that she is being excluded because of not 
working, she expressed that being unemployed was a joint decision between her and her 
husband but now, she thought her husband viewed her as someone who opted not to work. 




The withholding of financial support can also be considered as a form of exercising control by 
one partner over another partner. P2 expressed the difficulties she experienced as a result of 
her husband’s lack of financial contribution to help with the children. Even though at the time 
of the interview her husband had moved out to live with another woman and had quit his job, 
she expressed regular quarrels about money. She expressed the hardship she was carrying and 
the responsibility of having to meet financial obligations towards her children on her own. She 
seemed overwhelmed by all these responsibilities of supporting her children without the 
assistance of her husband. 
 
Men’s proclivity to exclude their wives from financial decisions was reported in previous 
studies of women who were at risk of contracting HIV from their partners (Fox et al., 2007; 
Sprague et al., 2016). In these studies, women reported experiencing economic and financial 
abuse from their partners. The women expressed the consequences of this financial exclusion 
on their health. Male partners were reported to spend household income on alcohol and other 
sexual partners without the consent of their wives (Fox et al., 2007; Sprague et al., 2016). 
Women’s financial dependence and control by their partners prevented women from leaving 
abusive relationships. Men leveraged their control of finances by linking it to getting their 
wives to be sexually submissive and rewarding them financial for being submissive. The 
control of household finances by husbands, and the uncertainty that this creates, contributes to 
tension in the relationship and is the source of risk for HIV (Fox et al., 2007). 
 
5.3.4. “Maybe if he was treating me like this [and] it was me who brought 
this [HIV]”: Interpersonal conflicts 
Having tested HIV-positive in marriage, participants did not only have to deal with an HIV-
positive diagnosis, but they were confronted with interpersonal conflict with their husbands. 
The relationship problems with their husbands were characterized by distrust, arguments, 
fights, and lack of communication. These facets make up the three subthemes which are 
discussed below. 
 
5.3.4.1. “Sometimes I would even imagine things that are not there”: Distrust in marital 
relationship 
Having tested HIV-positive, participants expressed that their relationships were no longer the 
same. They reported that their relationships were characterized by lack of trust and suspicions 
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that often result in arguments and fights. All participants experienced this lack of trust in their 
relationship although they experienced it differently. P1 found it difficult to trust her husband 
and each time he was not home, she wondered where he was and what he was doing: 
 
P1: I don’t like it because each time he leaves I don’t know where he is going or 
what he will be up to where he is going. 
 
P1: My relationship with him is not like before. I am always suspicious of him and 
think negative things and I even ask him how he feels that I sometimes accuse 
him maybe of something that he has not done because I am thinking that he was 
busy where he had been. 
 
P1:  Sometimes I would even imagine things that are not there. Last time, to prove 
that I am losing myself. Last time I was going to a funeral and left him with the 
kids and I think the kids were sharing a room with him when I was away. So I 
see hair like this one [pointing to her braids] but if I had my hair done, I would 
get it done at a saloon and not here at home. So, I see this piece of hair and we 
start fighting over this hair. I start asking him who was here and only to find out 
that this was a doll’s hair. 
 
Distrust in the marital relationship became a reality once participants learned of their HIV-
positive status. P1 had developed mistrust and suspicion for her husband. Her distrust made 
her to question his faithfulness when he was not at home. She expressed constant negative 
thoughts about her suspiciousness that led to her making false accusations towards her husband. 
She described an incident when she mistaken a doll’s hair for human hair. This made her to 
suspect that her husband had brought a woman in their home. This resulted in her fighting with 
her husband. She expressed that her suspiciousness and distrust towards her husband made her 
believe that she was losing a sense of who she was. 
 
P2 and P3 also experienced their marital relationships as distrustful. However, unlike P1, they 
reported that their husbands were the ones who did not trust them. Instead, their husbands were 
suspicious and accused them of cheating: 
 
P2: There was a time when he asked me about a guy I used to date long time ago 
even before I was married [to him]. Yes, because I can’t say I have certainty 
because it is someone I was no longer involved with because the guy it seems 
like ended up infected with this illness, so one day he did ask me about him. 
When last did I have contact with him and whether we still speak you see, but I 
added one and one, and the answer was that maybe he thinks I still see him 




P3: He would abuse me emotionally, accuses me of cheating, not trusting me, you 
see. You can't even meet other women. You know, maybe if he was treating me 
like this [and] if it was me who brought this, this sickness or I was galavanting. 
 
P3: What is making us fight here at home, are affairs that I am not doing, affairs that 
I am not doing. You have no right, you see even now that my phone has slipped 
here [pointing at the where phone was between couches], and we both did not 
see it, it got there on its own, he will be saying I am hiding it, hiding it for my 
men. And I will ask him that when you accuse me of cheating, how am I going 
to cheat if I’m not even able to sleep with you here at home? How am I going 
to sleep with someone else out there because he will surely want to sleep with 
me? How am I going to sleep with him when I don’t even have feelings for you? 
 
Marital distrust for P2 and P3 was notable. Despite their HIV-positive status being a result of 
infection by their husbands, they were, however, suspected of infidelity. Having found out that 
they were HIV-positive, their husbands began enquiring about their previous relationships and 
made allegations of infidelity. P2 expressed that her husband did not directly accuse her of 
cheating. Instead, he enquired about her past relationship before she was married to him, and 
this made her to suspect that he must be thinking that she was unfaithful. Accusations of 
infidelity were more direct with P3. Being suspected by their husbands of having an affair 
suggests that there was lack of acceptance and taking responsibility by husbands of infecting 
their wives with HIV. Participants believed the presence of discord in their marital relationship 
was a result of this mistrust and suspiciousness about infidelity. 
 
The narrative of mistrust in marital relationships was reported in a study examining the 
openness of spouses to utilizing couple HIV testing when women were attending antenatal 
classes (Larsson et al., 2010). Using focus groups, mistrust in marriage was described as a 
source of instability in the marital relationship. Because of lack of trust and continued suspicion 
that husbands were still engaged in extramarital affairs, husbands were reluctant to consider 
the idea of couple testing for fear that this will increase marital discord (Larsson et al., 2010). 
Similarly, mistrust was widespread in relationships of young people aged 16 years to 24 years 
who had previous history of infidelity (Lary, Maman, Katebalila, & Mbwambo, 2004). 
 
Sociologically, trust is a social construct that refers to the expectations of support, benevolence, 
and good will that individuals have for others. As such, its outlook is orientated towards the 
future but it can be influenced by other forms of knowledge that individuals have and by past 
experiences. This experience and knowledge will have bearing on the degree of trust that an 
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individual expresses towards others (Goold, 2002). For participants, distrust was influenced by 
testing HIV-positive and discovering infidelity by their husbands. 
 
5.3.4.2. “Things were never the same”: Arguments and physical fights 
After learning of their HIV-positive status, participants expressed that things were never the 
same. Their marital relationship was characterized by arguments and physical fights. These 
arguments were due to the husband’s long absences from home, suspicions of ongoing 
cheating, and rape. These arguments would often escalate into physical fights. These 
sentiments are described in the following excerpts: 
 
P1: There will also be time when he attends a funeral and he would not return. Say 
the funeral finishes at 09:00, he will not return around 13:00 or so. Maybe he 
can stay there until 15:00 or 16:00 because you know people will always stay 
behind after a funeral and have “after tears” but you find that he would come 
home around 19:00. You see, that is one thing that makes me (pause) one thing 
that we always argue about most of the time, is the fact that when he leaves, he 
leaves. 
 
P1: So as I was getting dressed, a message came through his phone. The message 
was from a certain lady, when the message arrived, I asked him then who is she? 
He then responded by telling me that he works with her. I asked, what did she 
want? And he said, “she is a colleague from work and she was just checking 
me”. And what made me to get suspicious is that, I asked him to unlock his 
phone, no, I think he deleted the message, so that is why I ended up strangling 
him. I don’t want to lie I was strangling him because I was angry with him and 
my anger was because here in our home, we have this sickness but there are still 
other women. 
 
P2: When I was pregnant with our last child, that’s when I discovered that I was 
infected with this virus. That's when arguments started, and things were never 
right from there even though I would never say things were never fine 
immediately after telling him but from there things were never the same like 
before. 
 
P3: You can see that this person is very wicked, to have your husband rape you. To 
have your husband rape you and at that time, he rapes you when your uncle is 
here. Your uncle is like your own father. Just because you went and assisted 
other women to peel [peeling refers to when there is a community event, mostly 
funerals, women would gather a day before a funeral to peel vegetables as part 
of preparing meals for the funeral], the people who were also assisting you. 
When you arrive here at home, you see how this house is designed, you get 
pushed into the other side and asked to undress and as you are asking why you 
must get undressed, undress undress, undress what? I am in my period, at the 
time you even wet yourself while you are in your period. There are many things 




Participants’ marital relationships were fraught with arguments and fights after learning of their 
HIV-positive status. Underlying these fights and arguments was the absence of trust in the 
marital relationship. P1 expressed her anger when she suspected that her husband was 
continuing to have extramarital affairs despite his knowledge that they were HIV-positive. Her 
anger escalated into physical attacks on her husband. The presence of violence in P3’s marital 
relationship was in the form of being raped by her husband. This act of rape did not only violate 
her physically, but it also created fear and anxiety. Although she did not report being anxious 
or fearful, her response to her attack suggests the presence of these emotions. She expressed 
that during her attack, she urinated involuntarily and was traumatized. She seemed powerless 
to protect herself and to prevent her rape. 
 
Rasool (2012) argues that the violent response by husbands suggest belief about their control, 
exclusive ownership, and power over their wives. These high rates of IPV, and the apparent 
widespread societal acceptance of IPV, serve as an indication that power inequalities between 
men and women have become a fundamental feature of the social construction of the typical 
marriage and home space (Leslie, 2019, p. 114). Other than sexual and physical abuse, other 
women expressed the presence of emotional and psychological abuse in their relationships after 
disclosure of their HIV-positive status to their husbands. These emotional and psychological 
abuse were in the form of insults, shouting, explicit threats of murder by their partners, and the 
relationship became quarrelsome (Fox et al., 2006; Sagay et al., 2006).  
 
One participant in the current study expressed the experiencing IPV in the form of rape from 
her husband. All participants experienced increased arguments and fights in their relationships 
and P1 attributed these fights to her husbands’ failure to stop extramarital affairs after being 
aware of the presence of HIV in their relationship. By confronting and physically attacking her 
husband, P1’s behaviour suggests her agency by challenging social and cultural norms that 
continue to permit male infidelity in the aftermath of HIV.  
 
Although IPV is a prevalent feature of many young girls and women (Selin et al., 2019), 
especially in SA, the biography of the participants in the current study did not show IPV in 
their marriage before discovery of HIV status. In the theme “I was supposed to enjoy my life 
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[but] I found that the peaches were rotten”: Constructing a marital story, participants described 
their marital relationships prior to the discovery of HIV. Participants expressed the following: 
 
P1: I think (chuckling), marriage, okay, marriage I know that there are problems in 
any marriage do you understand, they are always there whether you are infected 
or not infected, they are always there. But I think problems were too many after. 
But for now all I can say is that, how can I say things are? They are not hundred 
percent, do you understand? (Pause). There are problems in any marriage. 
 
P2: Our relationship was very good you know (pause) I don’t have any complaints. 
I know all relationships have ups and downs but generally it was alright until 
we got married. Problems started when we were about to get our third child. 
That’s when problems started but before that, everything was fine like any other 
relationship. Even though there were ups and downs but we got on, we got on. 
 
P3: It [relationship] was very good, I don’t want to lie, I always say to him maybe 
if I knew other things before we committed I would not have agreed to you 
marrying me. If I had known things before, I wouldn’t have agreed because you 
discover his true colours when you are already involved. 
 
For participants in the current study, noticeable changes in their marital relationships occurred 
after they discovered their HIV-positive status. The presence of IPV and disagreements that 
caused biographical disruptions in the marital relationships became apparent only after they 
tested HIV-positive in marriage. 
 
5.3.4.3. “We don’t speak about that”: Partner silence 
This theme addresses communication between participants and their husbands since 
participants tested HIV-positive. Following an HIV-positive test result, communication in the 
marital relationship deteriorated. The marital relationship was characterized by partner silence 
or lack of communication. Participants perceived their husbands as quiet, bottling things up, 
and going for months without speaking to each other. The following excerpts describe these 
views:  
 
P1: You know when you are talking to someone and you feel like you are talking to 
a brick wall. I don’t know, you know, and I won’t say I know how he feels. He 
keeps quiet and for me keeping quite is like the one thing that annoys me the 
most, keeping quiet. 
 
P1: I think it was going to be better if he was talking and saying you know I don’t 
like this or this is happening because of this. You see, it was going to be better. 




P2: He is not the kind of person who speaks a lot. I can say, he is not the sort of 
person that speaks a lot. He bottles things up inside, a lot. 
 
P3: Here, you are able to stay three to four months without speaking to each other. 
 
P1 expressed frustration at her husband’s silence. Having learned about her HIV-positive 
status, she became frustrated that her husband was withdrawn and not communicating with her. 
She expressed frustration related to being unaware of her husband’s thoughts. She likened 
talking to her husband to “talking to a brick wall”. This metaphor suggests that marital 
communication had deteriorated to the point that speaking to her husband was like talking to 
herself. Although the other participants did not explicitly describe the extent of this lack of 
communication, P3 reported that they went for extended periods of up to four months without 
speaking to each other. Not only was there lack of communication, there was also avoidance 
of speaking about HIV. 
 
P1: When it comes to us talking about HIV, he is not the kind of person who 
(interrupts herself). Let’s say maybe we are watching TV and there is a 
programme that is airing, you see that he gets uncomfortable as though it can be 
switched off. 
 
P3: No, we don’t talk, we don’t communicate. I don't want to lie to you, we don't 
talk about that [HIV]. We don’t talk about it. 
 
P3: No, we do speak but not that topic. We do not even touch it. We do speak about 
other things but that one we do not touch it.  
 
Being HIV-positive made communication less frequent in the relationship. This lack of 
communication extended to speaking about HIV. P1 and P2 expressed that speaking about HIV 
was avoided. Not only was there an avoidance to speak about HIV, P1 mentioned that she 
viewed her husband as uncomfortable when programmes about HIV started screening while 
watching television.  
 
The presence of lack of communication between partners after an HIV-positive status and the 
potential benefits of having an open discussion about HIV was described in other studies 
(Kairania et al., 2010; Klein, Elifson, & Sterk, 2004; Sales, et al., 2012). In a study examining 
HIV risk behaviour and partner communication, Klein et al. (2004) mentions that partner 
communication is an important mediating factor in reducing the risk of HIV among women. 
The women who are classified as “at risk” of engaging in high risk behaviour that makes them 
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susceptible to HIV reported reduced communication with their husbands or sexual partners. 
Reduced communication was more pronounced when women were married compared to being 
single (Klein et al., 2004). 
 
These results suggest that lack of communication about HIV between sexual partners places 
women at increased risk of infection (reinfection) with HIV and other STIs. Although these 
studies point to the importance of communication as a mitigating factor against HIV, they differ 
in significant ways to the findings of the present study. In the present study, lack of 
communication was from participants’ husbands. Rather than locating women’s HIV risk to 
their lack of communication skills and inability to communicate with their husbands, extracts 
of participants in the current study suggest that women’s risk is associated with their husbands’ 
lack of responsiveness, and their husbands’ avoidance to communicate about HIV. 
 
5.3.5. “I was supposed to enjoy my life [but] I found that the peaches were 
rotten”: Constructing a marital story 
Constructing a marital story describes participants’ experiences of marriage and their marital 
relationships. They contrasted their conceptions of marriage prior to being HIV-positive with 
their views of marriage after testing HIV-positive. Prior to being HIV-positive, participants 
described their marital relationships as cordial having problems that were common like in any 
other relationship. They expressed these sentiments in the following manner: 
 
P1: I think (chuckling), marriage, okay, marriage I know that there are problems in 
any marriage do you understand, they are always there whether you are infected 
or not infected, they are always there. But I think problems were too many after. 
But for now all I can say is that, how can I say things are? They are not hundred 
percent, do you understand? (Pause). There are problems in any marriage. 
 
P2: Our relationship was very good you know (pause) I don’t have any complaints. 
I know all relationships have ups and downs but generally it was alright until 
we got married. Problems started when we were about to get our third child. 
That’s when problems started but before that, everything was fine like any other 
relationship. Even though there were ups and downs but we got on, we got on. 
 
P3: It [relationship] was very good, I don’t want to lie, I always say to him maybe 
if I knew other things before we committed I would not have agreed to you 
marrying me. If I had known things before, I wouldn’t have agreed because you 




Prior to discovering their HIV-positive status, participants described their marital relationship 
as having been harmonious. They also accepted the imperfections of relationships and 
marriage, and acknowledged that having a good relationship did not mean the absence of 
problems. They expressed that despite the presence of these imperfections, they were able to 
get along with their husbands. Problems were experienced as a common part of life and 
marriage. However, once participants tested HIV-positive, the presence of HIV in their 
marriage changed their perspectives. They began to see and experience marriage differently: 
 
P1: If married, it doesn’t means one must control the other 
 
P2: When you are married, you always have expectations that your partner will 
support you 
 
P2: It [life] has changed you know, it has changed. Marriage is not easy although it 
is a blessing from the Almighty. Things have changed, life have changed. 
 
P3: To me it would then hurt a lot because I have saved myself. I have saved myself 
a lot and did not have children. I only had a child when I was 32 years old. 
Saving myself, saving, and saving myself. And when I was supposed to enjoy 
my life I found that the peaches were rotten. 
 
P3: I am settled now and I am in my marriage and nothing is going to traumatize 
me and then you find it [HIV] there and get traumatized, no aghhh! 
 
Prior to participants testing HIV-positive they expressed positive experiences about marriage 
and marital relationships. However, following a positive HIV-test, expectations of marriage as 
a blessing and sanctuary were shattered. Participants mentioned that they experienced marriage 
as characterized by power imbalance, being unsupportive, and traumatizing. P3’s extract 
expresses these ruined expectations: “I was supposed to enjoy my life [but] I found that the 
peaches were rotten”. P3’s extract captures contrasting expectations about marriage and the 
reality of being in marriage. Instead of experiencing marriage as enjoyable, her expression of 
decay suggests her view that there was a decline in the quality and experience of marriage. 
Though other participants were not explicit in their expressions, P3’s extract seemed to capture 
elements of their experience. The “quality” which they expected of being supported and not 
controlled by their husbands was not there. 
 
These findings of the current study echo results of the study by Yang et al. (2016). In-depth 
interviews were conducted with 15 Cambodian HIV-positive women who contracted HIV from 
their husbands. The women expressed the disappointment of unmet expectations from their 
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marriage. They described marriage as fraught with infidelity, money spent on drinking without 
due consideration for the maintenance of children, as well as lack of financial support towards 
the wife. Sexual relations with husbands were obligatory to fulfil gendered roles of being a 
good wife. Sexual intercourse was not enjoyable for women and they preferred to taking care 
of the household and their children. As a consequence of these unmet expectations about 
marriage, women expressed that they had to lower their expectations about their husbands’ role 
as the head of the household.  
 
The construction of marriage as a safe haven from social ills and HIV (Clark, 2004; 
Mkandawire-Valhmu et al., 2013) is a subject of social, cultural, and religious edifice of 
marriage. This socially constructed narrative about marriage does not find resonance with the 
lived experiences of other married women. The experience participants in this study challenges 
this construction of marriage by providing an alternative reality that is characterised by HIV, 
partner control, trauma, and emotional pain. 
 
5.4. Contextualizing the Findings 
The previous section discussed the findings in relation to the RQs. This section elaborates on 
the findings according to theoretical frameworks of social constructionism and 
intersectionality.  
 
5.4.1. Social Constructionism 
HIV is a medical disease that can affect men and women. However, being infected with HIV 
can be experienced differently on the basis of gender. Understanding this gendered experience 
involved an appreciation of the social and cultural context of participants. Socialized into 
believing that marriage was a safe haven, participants experienced biographical disruptions 
when they tested HIV-positive in marriage. This biographical disruption allowed participants 
to problematize cultural constructions of marriage as a safe haven (Clark, 2004).  
 
Marriage in contemporary South African society is supported as a social system that is suitable 
for the establishment of the family unit (Hosegood, McGrath, & Moultrie, 2009). Hosegood et 
al. (2009) argue that “the action by the country’s first post-apartheid government to formulate 
a new marriage act that sought to recognise and legitimise the plural religious and ethnic 
marriage traditions in the country exemplifies strong social norms about the positive value of 
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marriage” (p. 280). This positive value that is placed on marriage is what encourages women 
and young girls to aspire for marriage (Yang et al., 2013).  
 
Prior to their HIV-positive status, participants’ construction of marriage was based on cultural 
norms that viewed marriage as an institution that was going to protect them from social ills 
including contracting HIV (Clark, 2004). They expected marriage to be safe, enjoyable, and 
supportive. This suggests that they revered marriage and embraced its social and cultural 
meanings of being sacrosanct. However, testing HIV-positive in marriage enabled them to 
challenge these cultural conceptions by constructing new meanings about marriage based on 
their subjective experience. The meanings that emerged from their narratives, especially 
constructing a marital story in RQ2, viewed marriage as decaying, controlling, and lacking 
personal liberties. Participants provided different constructions of HIV. They likened HIV to 
“having a headache” (P2) and “poison” (P2). These constructions are expressed in the 
following excerpts: 
 
P2: I thought of it like when you have a headache all the time. I accepted and took 
medication. 
 
P3: He seem to have forgotten that the one who is more wicked it’s him who brought 
the poison in the house 
 
These contrasting constructions symbolizes that married women are not a homogenous group. 
Constructing HIV as a poison can be linked with RQ2 theme, meaning of sexual intimacy, that 
described the changing meaning of intimacy with husbands after discovering their HIV-
positive status. In likening HIV to poison, P3 suggests that sexual intercourse with her husband 
is like a poisoned chalice offered to her in order to “finish her off”. This also links with notions 
of permanence and finality in RQ2 suggesting participants’ concern about reinfection with 
HIV. In contrast, P2’s use of the metaphor of a headache in describing HIV suggests the 
normalization of HIV by constructing it as a common ailment similar to other medical 
conditions. This links with notions of acceptance in RQ2. Socially constructing HIV as a 
headache helps participants to view their illness as common and something they can live with. 
 
Marital relationships have become a contested site for power and control. Experiences of sexual 
abuse and control of participants by their husbands indicate gendered power struggle and 
reproduces women’s vulnerability to HIV. Participants in this study challenged cultural norms 
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subjecting them to male subjugation and relegating their roles to the home by aspiring to get 
work (P1), forcing husband to maintain the children by going to court (P2), physically attacking 
husband to force him to stop infidelity (P1), and using their experience to construct new 
meanings. Contrary to cultural norms expecting women to be subservient, women showed 
agency by challenging how they are positioned within marriage and constructed a new reality 
based on the affirmation of their rights to work, receive support in maintaining children, and 
enjoy a marriage that is free from infidelity.  
 
The construction of HIV within marriage and how it was experienced by participants is specific 
and representative only of the participants of this study. These narratives by participants 
symbolize local ways of knowing and are a reflection of participants’ social construction of 
reality that is not more accurate or truthful than other realities (Gergen, 1973). In other words, 
these emerging meanings problematize cultural norms about marriage and suggest that social 
constructions are local and transient. Within social constructionism, knowledge is negotiated 
in interaction with other individuals and changes based on individuals’ shifting social context 
(Raskin, 2002). Testing HIV-positive in marriage represented this change in the social setting 
of participants, allowing new meaning to be created. 
 
5.4.2. Intersectionality 
Intersectional analysis of women’s experience of contracting HIV in marriage draws attention 
to power relations based on intersections at micro level (gender) and macro level (marriage and 
socioeconomic conditions) (McCall, 2005). African marriage positions women as subservient 
to their husbands (Kambarami, 2006). Positioning women in this manner, privileges men in 
marriage and makes women vulnerable to HIV (McGibbon & McPherson, 2011). The 
privileging of men in marriage suggests notions of male hegemony. A crucial facet of 
intersectionality is recognizing the role of privilege. Privilege is thought of as the conferring of 
advantage(s) on the basis of normative aspects of identity to particular groups. According to 
the findings, the experience of disempowerment by participants describes this male hegemony 
within marriage.  
 
The struggle for power contained in marriage and expressed in marital relations is described in 
the disempowerment theme. According to the findings, after participants discovered their HIV-
positive status, they experienced control by their husbands. This control limited their personal 
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freedoms regarding rights to freely associate with friends and family as well as pursuing 
endeavours aimed at advancing their careers. When participants experienced disempowerment, 
they compared their experiences with other women. This notion of comparison was expressed 
by P3: When I'm in church the other women in church are WhatsApping and I do not 
WhatsApp. Older women than myself are WhatsApping. Even my mother WhatsApp. 
 
This excerpt suggests that there was a process of comparing self to other women. This reflects 
that participants’ understanding of being controlled as shifting, contextually, and being 
historically contingent. Control was also experienced in other forms. P1’s experience of control 
intersected with her socioeconomic status. She was unemployed at the time of her interview. 
Crenshaw (1993) argues that unemployment marginalizes and deprives women of their needs. 
P1 expressed how she had minimal input on how money was spent in the family and pointed 
to her husband’s control of the finances and limiting her options to study. She expressed her 
sadness, becoming tearful, as she described how she felt devalued by her husband for not 
contributing financially. Being unemployed has influenced how she experienced her 
relationship and HIV infection. This suggests an intersection of HIV with interpersonal power 
dynamics and broader socioeconomic conditions (Bowleg, 2012). 
 
Participants’ experience of HIV infection also intersected with gender. Although participants 
did not ascribe their control to gender, they expressed being “caged” (P3) and needing to “get 
out” (P1) to indicate being confined to the home by their husbands. Being confined to the home 
with expectations to continue fulfilling gendered roles of motherhood in the form of taking care 
of children and doing house chores. Participants’ vulnerability was also linked to their 
husband’s infidelity and abuse. Because of the privilege enjoyed by men in marriage, infidelity 
and forced sexual intercourse served the interests and satisfaction of husbands. Consequently, 
participants risked reinfection with HIV as a result of this male power and privilege. 
 
All participants are Black African women. This suggests that their experiences of contracting 
HIV also intersected with race. Although participants did not locate their experiences of HIV 
infection within the discourse of race, belonging to this category (being black) positioned them 
at the intersection of race and HIV. Being positioned along these racial lines suggests that their 
experience of living with HIV will be influenced by their cultural and ethnic situatedness. In a 
country like SA, with historical racial injustices that are maintained by the current political 
system, access to quality health services remain unevenly distributed along class and racial 
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lines. Because of this unequal access to quality health care, Black women’s experience of living 
with HIV would be experienced differently to other racial groups.  
 
Participants completed Grade 12 of schooling. P2 and P3 obtained tertiary qualifications. 
Although P1 did not have a tertiary qualification like the other participants, she was able to 
enrol at an institution of higher learning after completing her Grade 12 but was unable to finish 
her studies because of financial constraints. For participants in this study, obtaining formal 
schooling (including tertiary qualifications) did not provide protection from experiencing 
disempowerment and male domination in marriage. This lack of protective effect from 
acquiring an education was evident from the theme “Their [other women] husbands are not like 
that [controlling] except for mine”. Despite having formal schooling, participants experienced 
disempowerment that constrained their career aspirations by limiting their rights to make 
decisions about their careers. This suggests that the experience of gender inequality, 
disempowerment, and male control are embedded in patriarchy and cultural norms governing 
marriage. For participants, living with HIV in marriage was gendered and did not intersect with 
their level of education. 
 
Positioned along these intersections of race, gender, and socioeconomic status, women’s 
meaning-making and lived experience of HIV infection in marriage would be influenced by 
these intersecting categories. However, education did not have a protective effect from HIV 
infection for women because of the unequal power relations between men and women in 
African traditional marriage. The outcome of this unequal power relations indicates that 
women’s meaning-making of contracting HIV in marriage intersected with their subservient 
position in marriage. 
 
The findings suggest that women’s disempowerment got normalized and legitimated within 
the cultural system of heterosexual marriage. Within their heterosexual marriages, women were 
monogamous and their HIV infection was linked to their husbands’ extramarital sexual 
relationships. Their lived experience of HIV infection in marriage intersected with their 
position as traditional wives who were monogamous and taking care of their children and 
husbands. Categories such as gender, marriage, race, heterosexuality, and socioeconomic status 
were experienced simultaneously and intersected with HIV to produce marginalization and the 




5.5. Chapter Conclusion 
This Chapter addressed the themes that were constructed from the transcripts. The themes were 
discussed in relation to the two RQs. This first involved a discussion of the meaning-making 
process of participants after discovering their HIV-positive status. The discussion that followed 
focussed on participants’ experience of their marital relationships following an HIV-positive 
test result. The Chapter concluded with contextualizing the findings with two theoretical 
frameworks of social constructionism and intersectionality.  
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Chapter 6. Reflexivity 
 
6.1. Introduction 
The use of reflexivity in the research process promotes transparency about the researcher’s 
contribution to the construction of meanings (Willig, 2008). To provide this openness, I discuss 
Personal, Methodological, and Epistemological Reflexivity. Reflexivity shows my 
positionality and describes the contributions of my situatedness in the shaping of the findings 
of the study. My use of reflexivity also serves as an evaluation of the study. This is done by 
integrating and including a discussion of strength and weaknesses of the study and how these 
shaped the findings within a close engagement with reflexivity. In this way, I am also able to 
show how reflexivity shaped the findings that did not ‘emerge’ but were actively created in my 
role as interpreter.  
 
6.2. Personal Reflexivity 
The Reflexive Preface in the introductory Chapter of this study indicates my personal journey 
of growing up in a Black South African suburb (township). My early experiences of witnessing 
cultural rituals of marriage and the acculturation of women into marital life influenced my 
interest in studying marriage. The findings have not only answered the RQs but have also 
answered personal questions I had about cultural practices of the acculturation of women into 
marriage. I am a married, Black African man who was brought up in a Christian family. I have 
been brought up and socialized in a Black African culture where I enjoyed the gendered 
privilege of my social position. I have not questioned this privilege until a few years ago when 
my two daughters were born. This research process has left an indelible mark in my life and 
changed me in many ways in my positions as a man, a husband, and parent. 
 
After my daughters were born, I began to question some of the cultural practices and embraced 
the idea of affording my daughters the possibility of a different reality. This was met with 
resistance from my family. The resistance was simply an act that served to maintain the status 
quo and to ensure that my daughters would be able to grow up knowing their social position as 
Black women in society. My defiance of these established ways came at a personal cost. It 
meant becoming an outsider who had been transformed and led astray by a foreign cultural 
system of western education. It is this western system that was blamed for sowing confusion 
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and causing me to abandon our cultural ways of doing things. The privilege of learning from 
the participants of this study reignited my resolution that the empowerment of young women 
means that they must have a voice to construct a meaningful reality for themselves so that they 
can realize their talents. 
 
As an Anglican Christian, the findings also challenged my religious beliefs about marriage and 
the marital vow of ‘till death do us part’. At this religious level, I also found myself struggling 
with notions of the permanence of marriage and how any questioning this notion of permanence 
is protected by theological construction of divorce as a sin. This suggests that individuals, 
especially women, who could be confronted with HIV, infidelity, disempowerment, and abuse, 
are required to remain in marriage. The findings problematized and questioned my Christian 
beliefs about the permanence of marriage. I wondered why it should be a sin to seek a different 
alternative to abuse, control, and sexual infidelity when a woman has already contracted HIV 
from a spouse or is at risk of contracting HIV. As stated in the reflective preface, I remain 
challenged by the prospect of one day having to send my daughters back to their in-laws if all 
they would want is a different future for themselves that is contrary to my South Sotho culture. 
This is both a fear and a strength for me because I wish them to have a future that is free from 
male dominance and control. In this way I hope that they can thrive as individuals without the 
cultural constraints that determine their social position in society as bearers of children and 
carers of husbands. 
 
6.3. Methodological Reflexivity 
Braun and Clarke’s (2006) social constructionist version of thematic analysis was used to 
interpret the data. This social constructionist approach allowed the development of insight 
about women’s experience of testing HIV-positive in marriage. The use of thematic analysis 
ensured that there was representation of participants’ lived experiences, which provided 
internal validity (Holloway, 2005). The analysis of the interview transcripts was able to provide 
participants’ meaning-making about their experience of HIV infection in marriage. The 
transparency in the steps that were undertaken in the analysis process (discussed in Chapter 4) 
provided trustworthiness in the research procedure.  
 
I entered the research field as a practising clinical psychologist. I made my training and 
qualification explicit to participants during recruitment. The reason for deliberately disclosing 
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my profession was because I was aware of the sensitivity around the topic of HIV in marriage, 
and I wanted the participants to have trust in me and the process. I believe that, because 
participants were aware that I am a psychologist, I was afforded a privileged entry into their 
lives. Two participants allowed me to interview them in their homes, which I considered to be 
a symbolic gesture of trust and an openness towards the process. Being invited in their homes 
gave me the privilege to have a snapshot, even for a short time, of their private space and private 
lives through the narratives they shared with me. 
 
During the interviews, I experienced the two participants who invited me into their homes as 
being more expressive about their marital difficulties and meanings of HIV. They expressed 
more nuanced accounts about their sexual history, HIV infection, and relationships with their 
husbands compared to the one participant who was interviewed at a clinic. These two nuanced 
personal accounts could have been influenced by them being in a familiar environment where 
they felt safe and comfortable. Alternatively, participants’ knowledge that I was a psychologist 
could have assisted the process by facilitating the development of trust in the process and 
allowed them to share the most sensitive aspects of their lives. Although my being a 
psychologist could have assisted me in gaining entry, it was also inescapable that my presence 
in that capacity would sometimes blur the lines between being a researcher and therapist. The 
blurring of these roles was evident when in one of the interviews, P1 expressed the following: 
 
I will tell him that I am seeing someone. I am not going to hide it from him. If he gets 
cross about it, it doesn’t matter because he doesn’t have any say anyway. Because I told 
him that for me, it feels like I am losing myself. I told him that I need help, and I told 
him about two months ago. It’s a long time though. It is something I always mention to 
him. It’s not like, I am going to tell him that I am seeing a psychologist. 
 
P1 had expressed that she informed her husband that she needs professional help because she 
felt she was losing herself. However, because she has been unable to receive this help, and I 
was already there with her, she intended to inform him that she was now ‘seeing someone’, a 
psychologist. I had to make explicit my role and position as researcher compared to that of a 
psychologist. I needed to remain vigilant throughout the process and ensure that participants 
were well aware of the purpose of the interviews and that arrangements could be made for them 
after the interviews to consult a therapist for individual or marital therapy. Familiarity with 
social constructions of psychology and psychological help could have influenced her 
expectations about our interviews. I also had to maintain a healthy tension between allowing 
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myself to be in the present, probing, and focusing of the discussion in line with the RQs while 
still remaining empathic in the process. 
 
Although my professional situatedness as a clinical psychologist facilitated my entry into the 
lives of participants, this was also a hindrance in the analysis of data. My frame of reference, 
when I first approached data, was influenced by my biases and preconceptions of the world 
which were based on the frame of traditional psychology. My sensitivities to data were in 
identifying psychological factors and variables, and I was focussed on notions of consequences 
and coping with HIV. This was a barrier that prevented me from understanding the social 
construction elements of participants’ narratives. Through recursive engagement with data and 
critical discussions in supervision, I was able to be sensitized to my role as a researcher. I 
needed to have a critical health psychology approach so that I was able to have a social 
constructionist perspective of the data. Approaching data from a critical stance allowed me to 
begin to see data as an expression of the experience of participants and that my interpretations 
were supposed to be grounded in the experiences of participants. 
 
There were other methodological aspects that had an effect on the research process, and these 
could have affected the outcome of the study. A crucial aspect that had a bearing on the study 
was the nature and sensitivity of the topic, which had an influence on the number of participants 
who joined the study. Three potential participants withdrew from the study upon hearing that 
the interviews were going to be tape recorded. They expressed concern about anonymity and 
believed that people were going to recognize their voice. They could not be convinced 
otherwise. These participants could not be assured by explanations that the interviews were 
going to be transcribed and that any information that could easily make them identifiable was 
going to be removed. Even though I did not have an opportunity to address them further after 
they declined to participate, I considered their anxiety to be related to possible concerns about 
HIV stigma that persist despite advances made to destigmatize HIV. One of these participants 
was willing to be interviewed on condition that the interview was not tape–recorded. Given the 
qualitative nature of the study and the tape recorder being one of the tools used to gather data, 
she was also excluded. This decision to exclude her was because I wanted verbatim texts that 
were going to provide rich data. An explanation of the reasons behind this exclusion was given 
to her because it was not feasible to capture the entirety of her responses by writing them down 




The sensitivity of discussing sexuality in the context of marriage and HIV was also evident in 
my interaction with P2. P2 discovered her HIV-positive status during her routine antenatal 
clinic visits. At the time of the interview, her husband had moved out of their house to live with 
his girlfriend. My experience with her was somewhat constrained compared to the other 
participants. She came across as a very religious woman, and her narratives were grounded in 
her Christian religious beliefs. I was very aware of her expressions (“I prayed a lot, asking Him 
[God] to show me the way”; “These were the kids that God gave us”) throughout her two 
interviews. This affected how I approached sensitive questions around her sexual history. 
Because of my awareness about her religious inclination, I felt somewhat anxious probing her 
extensively about her sexual life. My own Christian background made me sensitive to her 
positionality as a Christian woman, and my engagement with her was constrained by this 
knowledge and influenced the extent to which I was able to probe about her sexual life. I 
projected my anxiety about my personal views about Christianity and morality around 
discussion of sexual experience. Because of this discomfort, my probing did not go deep 
enough about her expression about her sexual life. I felt positioned so that I had to accept the 
brief descriptions that she was able to share. I felt that I retreated easily when I sensed hesitation 
from her. By not probing her further, I was not able to achieve nuanced descriptions about her 
sexual life compared to the other two participants. 
 
Another aspect that played a role in the findings was the modification of the data gathering 
process. The structure of the interview had to be modified to accommodate two participants 
who could not avail themselves for three separate interviews due to work constraints. All 
reasonable steps were taken to ensure that these modifications did not compromise the integrity 
of the research process by making certain that all participants’ interviews adhered to the three 
phases suggested by Seidman (2006). However, despite adherence to the three interview 
phases, the depths of the narratives were affected by condensing the three interviews into one 
or two interviews. P1 completed three interviews which lasted a total of 227 minutes, and P2’s 
two interviews lasted a total of 80 minutes, and P3 completed one interview which lasted 80 
minutes. For P2, phase one and phase two were completed in interview one whereas phase 
three was completed in interview three. Because P1 completed three separate interviews, her 
narratives provided detailed descriptions of her experiences. Lack of this richness from the 




My gender could have influenced my interactions with participants and limited the extent to 
which participants would have been willing to express their lived experience. The findings 
indicate that participants experienced different forms of control from their husbands. Being 
interviewed by a man could have affected the extent and quality of their responses. Maybe, if 
participants were interviewed by a black female researcher, they would have been at ease to 
express feelings that could otherwise have been constricted by being interviewed by a man. It 
would possibly have been easier for participants to express fully their ideas and emotions about 
male hegemony, abuse, and control with someone they would have assumed had shared the 
same struggles as them. Therefore, my sex could have positioned me as an outsider who would 
not have understood fully their lived experience, thus limiting what they were able discuss. 
Because of this positionality as an outsider, participants could have reserved their feelings that 
were associated with male betrayal and infection with HIV. 
 
Women are not a homogenous group. Despite all the participants reporting that their HIV 
infection was caused by their husbands, their narratives of living with HIV unfolded in different 
and complex ways. As a consequence of this complexity, I could have met all the participants, 
including those that could not take part in the study, at different stages of their journey of 
discovery and living with an HIV-positive status in marriage. Because of the limited number 
of participants, there was constant disquiet within myself about the trustworthiness of the 
findings and the saturation of data. Through ongoing and recursive supervision process, it 
became possible to clarify that certain words and constructs are not atheoretical and that their 
use has bearing on the analysis and outcome of research. Through the recursive process of 
supervision, it was possible to identify other factors, other than saturation, that are consistent 
with the theoretical frameworks used in the current study and made the findings credible. 
 
6.4. Epistemological Reflexivity 
I used social constructionism and intersectionality frameworks to situate women’s experiences 
of testing HIV-positive in marriage. The study was positioned within social constructionism. 
Social constructionism hypothesizes that individuals construct reality in interaction with one 
another. These constructed realities are influenced by social and cultural practices. As a 
consequence, there can be no reality that is more accurate and truthful than others. Instead, 




I encouraged questions about notions of ‘truth’ in research during the many interactions I had 
with different people during the early stages of this research. The one major question that often 
arose during my interactions with others was how I was going to ‘prove’ that the women who 
I was going to interview were ‘truthful’ in their assertions that they were infected by their 
husbands. At first, my intuition was to find a justifiable reason that I could provide to defend 
participants, even before I met them, that their personal accounts could be trusted and be 
considered truthful. I tended to be unsettled by these questions: “How will you be sure that 
they were infected by their husbands?”; “How will you be sure they are not lying?” I felt the 
urge to find the ‘right’ answer to prove that participants were credible ‘witnesses’ to their life 
stories. I struggled with these questions for several months while slowly working through the 
initial phase of the research. These questions about participants’ credibility kept emerging 
when I spoke to different professionals about the study, both medical and nonmedical, 
irrespective of their gender. As these questions of credibility and truthfulness lingered, the more 
anxious I became. 
 
As I learned more about philosophical questions of ontology and epistemology, and through 
critical questioning about issues of epistemology during supervision, I realized that my 
dilemma was lack of clarity regarding my epistemological position. Verifying claims of truth 
was a theoretical question not only about the nature of reality but also about my situatedness 
within these knowledge claims. Being able to situate myself within social constructionist 
epistemology allowed me to address my own ambiguities about knowledge and claims to truth. 
Seeing truth as relative and a construction of social, cultural, and political systems ensured that 
I was able to trust in the participants’ claims to truth about their lived experience. Social 
constructionism allowed me to appreciate that I was not doing this research to prove or disprove 
participants’ knowledge claims. I was there to explore, to learn, and to appreciate how the 
women experienced their HIV-positive status in marriage. In other words, my position as a 
researcher was no located within the task of proving right from wrong. Instead, my objective 
was primarily to understand how participants used language to construct their experience 
thereby constructing their reality of living with HIV. Participants’ constructions are specific to 
their social context and, because of this locality, they can be restrictive. This restrictiveness 
suggests that derived meanings may not be cross culturally applicable.  
 
Positioning myself within social constructionism influenced how I approached the analysis of 
data, and it also helped me to be aware of how, as a researcher, I was involved in the process 
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of creating knowledge. This awareness of my role as researcher allowed me to pay particular 
attention to specific nuances in participants’ narratives during coding. Therefore, meaning-
making was not a direct transfer and translation of participants’ voices from the interview 
transcripts. To a degree, meaning that was generated was a function of my engagement with 
participants during the interviews by asking specific questions, probing, and interpreting 
interview segments to create meaning. My interactions with participants shaped the knowledge 
that was created. 
 
The social constructionist stance facilitated my understanding of the psychological experience 
and meaning-making of participants. Because knowledge is a social construction, my 
engagement with the data by interpreting participants’ excerpts placed me at the central point 
of this social construction of reality. The meaning that was derived was based on my 
interpretations and my making sense of their experiences. As a consequence, women’s 
psychological experiences and meaning-making after testing HIV-positive during marriage 
provide a particular worldview punctuated at a specific time and place in history. Because these 
meanings that were unearthed are specific to individuals, they can restrict what can be learned 
as well as how they can be applied to other contexts.  
 
6.5. Chapter Conclusion 
The Chapter discussed reflexivity and how the findings of the study were a consequence of my 
interaction with participants. I also discussed personal and methodological reflexivity that 
influenced knowledge creation. Reflexivity did not only provide the openness that was required 
to show rigour: it also served as a means to evaluate the study by providing reflections about 









This Chapter concludes the study. The Chapter will also present a description of the study’s 
limitations and recommendations. 
 
7.2. Conclusion 
The study aimed to describe monogamous women’s psychological experiences and meaning-
making after testing HIV-positive during marriage. The development of themes was guided by 
two RQs: 1) How do women make sense of the discovery of testing HIV-positive during 
marriage? and 2) How do they experience their marital relationship following an HIV-positive 
test result? A descriptive qualitative research approach addressed these two questions using 
semistructured in-depth phenomenological interviewing. An inductive thematic analysis was 
carried out, adopting a social constructionist approach. Within this, the role of the researcher 
is acknowledged in the process of meaning-making. 
 
Despite literature (Clark, 2004; Madiba & Ngwenya, 2017; Mark et al., 2011) suggesting that 
women are vulnerable to contracting HIV and that they carry the burden of HIV, research 
remains sparse on the psychological experience of women testing HIV-positive in marriage. 
Specific literature regarding marriage, monogamous women, and HIV is limited. A search on 
Google Scholar of these key words (marriage, monogamous women, and HIV) retrieves 
relevant research between the early 1990s and early 2000s. Reduced focus on this topic 
thereafter may have been due to the shift of attention to the management of HIV/AIDS in the 
form of microbicides, antiretroviral drugs, and condoms. Women’s experiences have 
previously had to have been inferred from research with men who were participants. 
 
The theme “I was supposed to enjoy my life [but] I found that the peaches were rotten”: 
Constructing a marital story encapsulates participants’ agency to problematize society’s social 
construction of marriage as a safe haven. Participants’ experiences of testing HIV-positive in 
marriage left them disillusioned by the notion of marriage. After being faithful to their 
husbands and fulfilling their marital duties as ‘good’ traditional wives, the women found that 
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the marriage had decayed. However, despite their disillusionment, participants remained 
married. 
 
7.2.1. RQ1: How do women make sense of the discovery of testing HIV-
positive during marriage? 
The themes included Desire to inform, Husbands concealing their HIV-positive status, and 
Discovering of husband’s infidelity. 
 
When participants discovered that they were HIV-positive, they had the desire to inform their 
husbands and significant others. Participants desired to be truthful and were driven to live an 
ethical life based on their openness about their HIV-positive status. This desire to live an ethical 
life saw participants voluntarily informing their husbands, family, and close friends. Disclosing 
their HIV-positive status was not intended to elicit support, previously reported in the literature, 
but was informed by their desire to be truthful. 
 
Upon disclosing their HIV-positive status to their husbands, participants were left suspicious 
by their husbands’ reaction to the news of their infection. Because of their husbands’ 
indifference and lack of shock, participants suspected that their husbands were HIV-positive, 
had known their positive status for some time, and elected not to inform them. Because 
husbands had hidden their HIV-positive status from these monogamous spouses, their infection 
with HIV was regarded as being intentional. The women expressed that hiding an HIV-positive 
status signalled their husbands’ intention to harm and infect them with HIV. As a consequence, 
husbands were positioned as killers. Therefore, participants constructed HIV infection in 
marriage as not incidental but a deliberate act of inflicting harm and possible death. This 
suggests that HIV infection in marriage was constructed along male privilege and control of 
sexual life in marriage. 
 
Participants’ discovery of their HIV-positive status was the first of their discoveries. Soon after 
this initial discovery, they also discovered that their husbands were having extramarital sexual 
relationships. Knowledge of their wives’ HIV-positive status did not restrain husbands from 
pursuing extramarital sexual relationships. This led to attempts to get their husbands to stop 
these extramarital sexual relationships. Participants’ confrontations of their husbands about the 
139 
 
infidelity suggested that they were motivated to challenge gendered cultural norms that 
normalized sexual networking outside of marriage. 
 
The findings suggested that, in the context of high HIV prevalence rates in SA, continuing to 
have sexual extramarital relationships becomes a hindrance in the fight against the spread of 
HIV, especially among women. The spread of HIV infection strives in secrecy in heterosexual 
marriage. One of the participants reported, at the time of her interview, that her husband had 
moved out of their house and was living with his girlfriend, further placing the new partner at 
risk of contracting HIV. 
 
7.2.2. RQ2: How do women experience their marital relationship following 
an HIV-positive test result? 
When participants tested HIV-positive during marriage, they experienced changes in their 
sexual and interpersonal relationships with their husbands. Participants started experiencing 
emotional distance between them and their husbands. They experienced diminished sexual 
activity with their husbands. Participants constructed their husbands’ emotional and sexual 
withdrawal as confirmation of infidelity. This sexual infidelity of husbands deprived 
participants of satisfaction of their sexual needs in marriage. Sexual intercourse with husbands 
took a different psychological meaning. Marital sexual intercourse was experienced as 
unfulfilling and unpleasurable. Participants viewed sexual intercourse with husbands as devoid 
of feelings, and as an obligation aimed at fulfilling the sexual needs of husbands. Sexual 
advances by husbands provoked anxiety and were viewed as attempts by husbands to reinfect 
them with HIV. The fear of being reinfected with HIV was about their apprehension that their 
health will be compromised. 
 
Following an HIV-positive test result, participants experienced disempowerment in their 
marital relationships. Disempowerment was experienced in the form of restrictions about 
career advancement opportunities, the curtailment of their freedom of association, and financial 
control. These forms of control by their husbands suggest social and cultural norms privileging 
patriarchal values. This male control found expression and legitimacy within the cultural 





7.3. Original Contribution 
The study makes a contribution to HIV scholarship in the context of heterosexual marriage. 
Research on the subjective psychological experiences of monogamous women who test HIV-
positive in marriage is sparse. This study also provides a conceptualization of women’s 
experiences of HIV in marriage and how their meaning-making was shaped by an intersection 
of the multiple individual and social categories. The study’s intersectional conceptualization is 
going to guide HIV prevention programmes, health professionals, and other stakeholders 
working with women who are infected with HIV. Where efforts in the past were made to 
understand this phenomenon, quantitative methods such as surveys (Choi et al., 1994; Isiugo-
Abanihe, 1994; Mbago & Sichona, 2010; Oyediran et al., 2010) were mostly used.  
 
The methodological contribution of the present study was the use of qualitative methods that 
sought to unearth participants’ experiences of testing HIV-positive in marriage. The study 
facilitates understanding of meaning-making processes of monogamous women after 
discovering their HIV-positive status and how this discovery shaped their marital relationships. 
Although extant literature underscores the existence of extramarital relationships as a common 
feature of heterosexual marriage prior to HIV discovery, no research could be discerned that 
suggest that these extramarital relationships continue despite HIV discovery. This study 
contributes by showing that these extramarital sexual relationships continue despite husbands’ 
knowledge that their wives are HIV-positive. Another contribution of the study is that notions 
of marriage as safe from HIV infection should be challenged. Partners should acknowledge 
that networking and extradyadic sex occurs even in marriage. When these extradyadic sexual 
relationships occur, they should be addressed openly and not be moralized. Individuals should 
be encouraged to be open and to disclose their status especially when they discover that they 
are HIV-positive. Also, the study contributes by providing an understanding of how social and 
cultural factors influence HIV-positive women’s experience of discovering and living with 
HIV in a heterosexual marriage. 
 
7.4. Recommendations and Implications 
The HIV epidemic remains a challenging facet of life that confronts unmarried and married 
individuals. This study provided a glimpse into the social construction of understanding HIV 
infection in marriage. Recommendations for future research and therapeutic implications are 




7.4.1. Recommendations for Research 
Potential pitfalls may be identified for this study. Qualitative studies that examine HIV in 
heterosexual marriage are relatively limited. This study provides a foundation on which future 
research can build by examining the discovery and experience of HIV infection in other 
marriages such as same sex marriage. The number of participants posed a limitation. It is 
recommended that future studies have more participants to ensure that there is rich data. The 
sample resided in suburban areas. The complexity of understanding marital HIV infection 
could be enhanced if future studies also focus on different geographical locations, such as rural 
areas. Research information sheets were in English. This suggest that potential participants 
who are not conversant in English could have been excluded from the study. 
 
The findings indicate that after their wives tested HIV-positive, husbands became withdrawn 
and did not communicate a lot including about HIV. It is recommended that future scholarship 
explores the perspectives of men and their social construction of their partners’ HIV infection 
in marriage. The inclusion of husbands in the study of HIV in marriage would enrich research 
in this field. Because of the crucial role of providing support by participants’ significant others, 
exploring men’s perspectives of marital HIV infection could also provide insight into HIV 
research in marriage. 
 
Participants’ husbands continued to reportedly have extramarital sexual relations with other 
women even though they were aware that their wives were HIV-positive. The implications of 
this finding are that there must be intensification of HIV preventative measures that are targeted 
at men in an effort to prevent the reinfection of partners with HIV in marriage. It is 
recommended that, in public health campaigns, the DoH give attention to pre-exposure 
prophylaxis (PrEP). Public health campaigns must focus on men’s early disclosure of their 
HIV-positive status to their wives. This can ensure that wives are able to have early access to 
PrEP which can guarantee better health outcomes. 
 
7.4.2. Recommendations for Practice 
On the basis of the findings, recommendations for therapeutic practice can be made. Therapists, 
counsellors, and church ministers working in the field of marriage counselling could explore 
mental health problems in response to discovering an HIV-positive status in marriage and the 
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discord that can also develop with spouses in an effort to manage the relationship after this 
discovery. However, emphasis must also be on couple counselling to ensure that marital 
discord following discovery of HIV is managed by therapists within the social and cultural 
system of marriage. 
 
Two participants in this study discovered their HIV status during their antenatal visit to primary 
healthcare clinics. During these antenatal clinic visits, pregnant women participate in VCT and 
are tested alone. The DoH must develop antenatal processes, policies, and programmes that 
target couple testing. The DoH and employee wellness centres in private companies must 
ensure that there is ongoing continuing professional development of HIV counsellors and 
health professionals working with PLWHA. Public health messaging about sexual health tends 
to focus on sexual safety such as condom use. Psychologists and marriage therapists must also 
explore different constructions of sexual health that can include alternative forms of sexual 
play and pleasure without the need for concurrent sexual partnerships. 
 
The findings suggest that husbands concealed their HIV-positive status from their wives. The 
DoH, NGOs, and stakeholders working with PLWHA must develop community support 
structures that aim to provide social support to men who might find it difficult to speak openly 
about HIV because of their masculine identity.  
 
Condom usage intersects with notions of masculinity and cultural imperatives of being a man 
and being a husband. In patriarchal societies, including SA, sexual aspects of relationships are 
still controlled by men. This makes PrEP a suitable alternative to condoms and will offer 
women protection from infection with HIV and prevent GBV associated with negotiating 
condom use. Also, because of HIV fatigue and reluctance associated with using condoms, 
marital counselling and interventions need to encourage the use of PrEP. If a woman is on 
PrEP, she regains control over her sexuality, health, and marriage. 
 
The social construction of HIV as an illness associated with certain lifestyles, such as being 
gay, or unmarried, or promiscuous, as well as the often neglected dominant and traditional view 
that marriage is safe have been generally accepted without question. The findings suggest that 
public health messaging about HIV infection should deconstruct these myths and indicate that 




It is recommended that university formal training programmes and continuing professional 
development education of psychologists and health educators must include training on 
intersectionality. Conceptualizing the intersection of HIV will guide HIV prevention 
programmes and stakeholders in the work with women who have tested HIV-positive. 
 
Family and social support can help in the management of emotional and psychological 
outcomes related to discovering an HIV-positive status. Training programmes and counselling 
on HIV must emphasize the importance of interventions targeting husbands in managing the 
process of disclosing an HIV-positive status and avoiding partner infection and adverse mental 
health outcomes. 
 
7.5. Final Remarks 
The use of qualitative methods in exploring monogamous women’s experience of contracting 
HIV in marriage is sparse. This study provided a glance at the social constructionist and 
intersectional understanding of participants’ experiences of testing HIV-positive in marriage. 
Taking this theoretical stance offers an opportunity to all stakeholders working with HIV-
positive individuals to consider gendered aspects of HIV. My final remark is “Any disease that 
is treated as a mystery and acutely enough feared will be felt to be morally, if not literally, 
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Faculty of Humanities 
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Informed Consent Letter 
 
Research Title : Experiences of Sexually Monogamous Women  
     Diagnosed With HIV in Heterosexual Marriage 
Researcher  : Henry Mojalefa Makgata 
Contacts  : 0834760635 / reatshepac@gmail.com 
Supervisor  : Dr Prevan Moodley 
Contacts  : (011) 559-3100 / pmoodley@uj.ac.za 
Institution  : University of Johannesburg (UJ) 
My name is Mojalefa Makgata, a doctoral student at the University of Johannesburg. I am 
conducting research in the Ekurhuleni area with married women who are HIV-positive. The 
purpose of the study is to describe your experience of testing HIV-positive during marriage. 
You will also be asked about your understandings of this experience within your marriage. 
 
Participation in the study involves taking part in three individual interviews. One interview per 
week is planned. At minimum, these interviews will be spread out over three weeks. Each 
interview will last for least45 minutes and will be recorded using a tape recorder. You will be 
asked a few questions. Please be honest in your responses. Although no risks are expected, a 
few questions may bring emotional discomfort. If you find any question upsetting or 
distressing, we can stop. You can then decide if you need a break until you are ready to proceed, 
or if you would like to discontinue indefinitely and be referred for psychological counselling. 
If you wish to be referred, I will refer you to your nearest local Department of Health clinic 
where you can further receive counselling and assistance.  
 
Your participation in the study is voluntary. This means your participation is done out of your 
free will without being put under any pressure. If you agree to participate and at a later stage 
you decide not to continue, you will be allowed to stop. There will be no penalties for stopping 
and you do not need to provide specific reasons about why you want to stop participating. All 
information, including your recorded answers will be treated confidentially. Your true identity 
and identifiable personal information will be removed from the research report. If you 
withdraw from the study, all your records will be destroyed. A total amount of about two 
hundred rands will be provided to cover the amount of your travelling costs to enable you to 
attend all three interviews. The interviews will be held at a rented private consulting room at 
Bophelong Medical Centre in Kwa-Thema. The results of the study will be communicated to 
you once the research has been completed. 
 
If you have any further questions or complaints about any aspect of the study, feel free to 
contact the supervisor on (011) 559-3100 or the ethics committee of the University of 
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study. 
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• The study is about my experience of testing HIV-positive while being married. 
• Participation is voluntary. 
• I can withdraw from the study at any time for whatever reason, and I will not be penalised 
for choosing to do so.  
• Participating involves taking part in three face to face interviews. One interview will be 
scheduled per week and interviews will be spread apart by at least three weeks.  
• The interviews will be audio recorded. 
• Any shared information, whether in part or in full, will not be used against me. 
• My real identity will be protected and any identifiable personal information will be 
removed from the research. 
• I might be asked potentially sensitive questions that I might find uncomfortable and at times 
stressful.  
• Should I feel too emotionally distressed to continue my participation, I will be allowed to 
stop my participation without any consequences. 
• I can be referred to the nearest local Department of Health clinic where I can receive 
counselling. 
• I will receive feedback of the research findings only when the research has been completed. 
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Appendix F: Interview guide 
 
 
Two questions that guided Phase 2: 
1. Please tell me about yourself, your age, do have children and how many, your level of 
education, your employment status. 
2. Please tell me a little bit about your marriage. 
3. Can you describe your relationship with your husband. 
 
 
Phase two was guided by two main questions: 
1. How did you learn of your HIV status? 
2. Describe the experience of discovering your HIV-positive status in marriage? 
 
 
1. What did it mean for you to discover your HIV-positive status in marriage? 




1. So, by the time you got admitted you already knew that you were positive? 
2. How do you feel that he knew and never said anything and never told you? 
3. How is the relationship between you here at home? 
4. When you said other things and the changes that are there, you are no longer certain whether 
they are there because of HIV, what do you mean by that? 
5.How did they take the news, say the first time you arrived and delivered the news? 
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